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 Context: Health is influenced by a broad range of social, economic, and 
environmental factors beyond the typical remit of professional public health. It is 
therefore increasingly recognized that multiple sectors need to be engaged in efforts to 
improve population health. Health in All Policies (HiAP) is an approach to systematically 
consider health across policies and programs. HiAP has not been implemented in 
Delaware, despite interest from stakeholders. 
Using Delaware as a model state where HiAP could be implemented 
comprehensively, this research sought to answer two questions: 1) “What HiAP adoption 
and implementation models are appropriate for the state of Delaware?” and 2) “Using the 
Intervention Mapping framework, how can such models be adapted to the state?” The 
study provides a method to operationalize HiAP – which can be used by researchers and 
practitioners globally – and gives Delaware a concrete plan to move HiAP forward. 
Methods: The study used a cross-sectional design to achieve its aims. Methods 
included document review, key informant interviews, focus groups, and a questionnaire. 
Thematic analysis was used to analyze qualitative data and descriptive statistics were 
generated to examine questionnaire data. Intervention Mapping, a framework for program 
	
	 viii 
design, implementation and evaluation, provided the study’s guiding structure. 
Findings: Three key findings emerged regarding HiAP broadly: 1) HiAP 
practitioners do not adequately use strategic communications to increase buy-in across 
sectors; 2) the scope and reach of HiAP is influenced by the degree of institutional power 
held by the lead organization and cross-sector partners; and 3) practitioners do not fully 
recognize the importance of being adaptable throughout HiAP implementation, which 
hinders sustainability. The study also synthesized best practices and identified 
Delaware’s relevant contextual factors. The research demonstrated the value Intervention 
Mapping can bring to operationalizing HiAP.  
Conclusions: Scholars need to refine the essential elements of HiAP to add: 1) 
strategic communications across sectors and 2) flexibility throughout HiAP 
implementation. Practitioners and researchers seeking to advance HiAP in a jurisdiction 
should use contextual factors and Intervention Mapping to systematically create a theory-
based, practical approach with measurable objectives. Future research should further 
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CHAPTER ONE: BACKGROUND AND LITERATURE REVIEW 
1.1 Overview 
 This dissertation provides an in-depth examination of the potential adoption and 
implementation of a Health in All Policies (HiAP) approach in the state of Delaware. The 
research studied current HiAP initiatives globally and domestically, examined the current 
context in Delaware, and applied that knowledge to the creation of a toolkit to advance 
HiAP in the state. The toolkit serves as a practical guide for HiAP adoption and 
implementation for Delaware’s practitioners.  
 Chapter One discusses the background of HiAP, including a review of relevant 
literature, and provides an overview of Delaware’s context. The study’s questions, aims, 
and significance are also included. 
1.2 Project Purpose, Study Questions, and Aims 
The purpose of the study was to provide stakeholders in Delaware with a feasible 
plan to adopt and implement HiAP statewide. The public health questions to achieve this 
goal were: “What Health in All Policies adoption and implementation models are 
appropriate for the state of Delaware?” and “Using the Intervention Mapping Framework, 
how can such models be adapted to the state?”.  
The word “appropriate” in the first research question reflects the contextual 
factors for adoption and implementation as outlined by Shankardass et al. (see Sections 
1.4.4 and 1.4.5, Tables 1-1, 1-3). When determining appropriateness of HiAP adoption 
and implementation models for Delaware, each factor was considered and evaluated 




To answer the research questions, information on Delaware’s context and existing 
HiAP efforts was a necessary foundation. With this knowledge, a specific plan to move 
HiAP forward was developed. The aims of the study were to:  
1) identify and examine existing HiAP programs, internationally and nationally;  
2) examine current context in Delaware; and  
3) develop a program toolkit for Delaware leaders to implement a statewide HiAP 
program.  
Together, the aims established a foundation for a Delaware HiAP program design and 
helped translate the findings into a practical guide to implement a theory-based program 
for the state. 
1.3 Introduction 
Health is influenced by a range of factors. Education, transportation, employment, 
safety, social support, and the environment are considered to be the social determinants 
of health (SDOH) – “conditions in the environments in which people live, learn, work, 
play, worship, and age that affect a wide range of health, functioning, and quality-of-life 
outcomes and risks” (1,2). For example, active transportation that involves walking or 
bicycling is associated with a lower risk of obesity (3) and unstable housing is linked to 
increased stress and depression (4). Further, high quality education can lead to economic 
stability and increased access to resources (5–9), while employment may provide an 
income, work-related benefits, and social support (10) – each of which can impact an 
individual’s health (11–13).  




does not generate health. Hood et al. state clinical care impacts 20% of health outcomes, 
while socio-economic factors influence 40%1 (14). Additional studies support the finding 
that clinical care is less influential to health outcomes than other factors (15,16). In short, 
every sector influences health directly and indirectly, and the policies and programs of 
each sector are often the root cause of health outcomes, including those related to equity 
(17). 
With the outsize impact non-health sectors have on wellbeing, it is increasingly 
recognized that it is critical to engage multiple disciplines in efforts to improve 
population health  (18,19). However, other sectors often fail to recognize their role in 
shaping health and therefore fail to consider health as part of their policymaking 
processes (18). For example, authors from the Wisconsin Institute for Public Policy and 
Service at the University of Wisconsin and the Minnesota Department of Health 
compared the health status of the populations in Wisconsin and Minnesota to identify the 
impact of state programs and policies on health. Minnesota was shown to be healthier 
than Wisconsin across a number of indicators, which the authors state is “largely 
explained by better social, economic, and behavioral factors”, such as the unemployment 
rate, percentage of children in poverty, and level of education (20). As Lin, Kickbusch, 
and Baer state, “health is an important input for the economy, productivity, 
socioeconomic development and wellbeing” (21). In short, all sectors need to contribute 
to improved health, which will, in turn, improve outcomes across disciplines (19). 
 





1.4 Background and Literature Review: Health in All Policies 
HiAP is an internationally recognized method to systematically consider the 
SDOH across policies and programs. HiAP is a “collaborative approach to improving the 
health of all people by incorporating health considerations into decision-making across 
sectors and policy areas” (22).2 HiAP has been adopted intermittently by local, state, and 
national governments across the US and the world (21). This systems-level approach is 
designed to address complex or “wicked” problems, which, “are difficult to define, may 
be socially complex, are often multi-causal with many interdependencies, have no clear 
solution and are not the responsibility of any one organisation or government 
department” (23). HiAP is targets inequities and can be shaped to meet a community’s 
needs (22). The ultimate goal of HiAP is improved and equitable community wellbeing 
and, with HiAP adoption, communities can more fully address the SDOH (19). 
HiAP has five key elements, as identified by Rudolph et al.: 1) promoting health, 
equity, and sustainability (e.g. embed health into decision-making processes); 2) 
supporting inter-sectoral collaboration (bring together partners to promote health and 
build relationships); 3) benefiting multiple partners (establish co-benefits for increased 
support and effectiveness); 4) engaging stakeholders (within and outside of government); 
and 5) creating structural or procedural change (develop mechanisms to sustain 
collaboration and health considerations) (22). HiAP activities are largely dependent on 
political, economic, and cultural context (see Table 1-1 and 1-3), but these five elements 
 
2 Other definitions of HiAP exist from organizations such as the World Health Organization and 
the National Association of County and City Health Officials, among others. Each definition 




cut across all HiAP initiatives. 
The following section reviews relevant HiAP literature. Search terms for the 
review include “health in all policies” alone and combined with “adoption”, 
implementation”, “sustainability”, “evaluation”, “outcomes”, “best practices”, “history”, 
“locations”, and “case studies”. Google and PubMed were used for the searches, which 
were also informed by my prior knowledge and research. 
 
1.4.1 History of Health in All Policies 
The philosophy behind HiAP is not new and a number of events led to the 
creation and dissemination of HiAP (24). Baum, Ollila, and Pena provide a 
comprehensive look at the history of HiAP (25). During the nineteenth century it was 
recognized that living conditions (such as unsanitary water) and working conditions (such 
as ongoing exposure to toxic fumes) impact health and that socioeconomic factors (e.g. 
poverty) play an important role. This realization was reflected in documents such as the 
1848 Public Health Act in England and Wales, which gave local officials the authority to 
fix unsanitary environments (25). 
The twentieth century brought more recognition of the need to address socio-
economic issues in order to improve health. Examples range from Chilean President (and 
former Minister of Health) Salvador Allende issuing a call to address economic issues 
alongside medical actions and the International Labor Organization creating a strategy 





Beginning in the 1970s, the health sector began recognizing that changes in 
lifestyle coupled with structural, societal changes can lead to improved health. For 
example, the Alma-Ata Declaration of 1978, issued during the World Health 
Organization’s (WHO) International Conference on Primary Health Care, stated “the 
attainment of the highest possible level of health is a most important world-wide social 
goal whose realization requires the action of many other social and economic sectors in 
addition to the health sector” (26). Additionally, the Ottawa Charter laid the foundation 
for recognition of the SDOH by stating health occurs “where [people] learn, work, play 
and love” (27). 
The twenty-first century brought the first introduction of HiAP by name and a 
number of reports (e.g. the Commission on Macroeconomics and Health), conferences 
(e.g. the Fifth Global Conference on Health Promotion in Mexico City), and statements 
(e.g. Adelaide Statement on Health in All Policies) which support HiAP principles (28). 
The latter explicitly said, “government objectives are best achieved when all sectors 
include health and well-being as a key component of policy development” (29). In 2013, 
the Helsinki statement on Health in All Policies was released, and stated HiAP “improves 
accountability of policymakers for health impacts at all levels of policy-making. It 
includes an emphasis on the consequences of public policies on health systems, 
determinants of health and well-being” and called on governments to adopt the principles 
of HiAP (30). Countries and localities began adopting HiAP during the twenty-first 
century, as discussed below. 




location consistently impacted how HiAP and HiAP-like ideas were received. For 
example, in the nineteenth century, infectious diseases like cholera were widespread, and 
when it was realized that addressing sanitation could impact health, jurisdictions allowed 
health officials to become involved in sanitation (25). HiAP would not be where it is 
today without political will and circumstances that supported multi-sectoral action 
towards improved health. 
 HiAP is not the only approach to embrace collaboration across sectors. Other 
such efforts include whole-of-government approaches and collaborative governance. The 
whole-of-government approach has a goal to “explore concrete ways to reduce 
fragmentation and increase integration, coordination and capacity to work pragmatically 
and smartly across boundaries—organizational, sectoral, and jurisdictional” (31). Whole-
of-government approaches focus on “human issues” (e.g. food access) and can include a 
variety of activities such as intersectoral cabinet processes, action plans, and 
collaborative programming (31).  
Another like-minded concept is collaborative governance, which emphasizes 
increased collaboration, integration among agencies, and stakeholder and public 
engagement (32). Those involved in collaborative governance often come from a variety 
of perspectives that work together through formal structures over time. The 
environmental field has used this approach to some extent (32). HiAP is similar to both 






1.4.2 Equity in Health in All Policies 
Equity is a central component of HiAP (33). Equity put simply, is fairness, and, in 
the context of health, it means that everyone has a fair and just opportunity to be healthy 
(34). Using an equity perspective, typically with a focus on underserved and marginalized 
populations, may lead to improvements across dimensions, such as the SDOH, that 
ultimately improve health. A related concept is health disparities, which are the measured 
differences in health outcomes across underserved and marginalized populations (35). 
Health inequities are the result of systems that favor populations with power and 
resources, and are mediated by social position (36,37). This leads to fewer resources, 
such as high-quality education and housing, for underserved and marginalized 
populations. Being systematically excluded from such resources leads to poor health 
outcomes compared to populations with more assets. Changes can be made to reduce 
inequities, as they are issues linked to societal structures, but it requires time and 
commitment from multiple stakeholders (36).  
The public health field has increasingly been moving towards addressing health 
inequities, as noted by the Robert Wood Johnson Foundation, American Public Health 
Association, and WHO, among others (35,38–40). However, the Bay Area Regional 
Health Inequities Initiative outlines how current public health efforts are still focused 
downstream on policies and programs addressing morbidity and mortality. The Initiative 
states that policies to greatly reduce inequities need to focus on upstream factors like 
social inequities (class, race, etc.) and institutional power, which is where the public 




While the field increasingly focuses on equity, it must also consider efficiency. 
Public health practitioners often pursue efficient interventions — those that maximize the 
total health of the population — which may be at the expense of equity (36). For 
example, Sabbath et al. found that an intervention for safe patient handling reduced the 
injury rate among all workers, but more so for high-income employees (42). The 
intervention achieved its goal of maximizing health for the total worker population but 
simultaneously widened the health gap between low- and high-income workers. With this 
in mind, equity and efficiency need to be contemplated when developing interventions —
based on the values of a context — in order to understand the trade-offs that will result 
from prioritizing one or the other. The literature suggests public health practitioners 
become aware of this trade-off and consider how it impacts their work (43).  
HiAP is one way to advance health equity and, when planned thoughtfully, can 
include considerations for efficiency. Inequities are rooted in systematic differences in 
the allocation of resources related to the SDOH. As HiAP aims to work across sectors to 
address health issues, there is an opportunity to focus on equity and integrate it as a key 
component of cross-sector work (38). A number of existing HiAP initiatives have equity 
as the main driver or a key component of their work, such as California, Connecticut, and 
Minnesota (33). The Association of State and Territorial Health Officials (ASTHO) 
created a “Triple Aim for Health Equity” which identifies HiAP as integral to health 
equity, along with strengthening community capacity and “expanding [the] understanding 





1.4.3 Health in All Policies Sites 
HiAP has been adopted intermittently by local, state, and national governments 
across the US and the world (21). Uptake of HiAP is inconsistent but has increased over 
the last two decades. Some HiAP initiatives may be short-lived (if it operates only during 
time-limited grant funding, such as the 2010 Kansas Children’s HiAP (45)), in name only 
(e.g. if a municipality states it is adopting HiAP but no action is taken), or may go by 
another name (such as a whole-of-government approach). The strongest examples of 
HiAP are ones that continue over time and take consistent action related to HiAP – such 
examples are also known as mature HiAP programs (of which there is not currently a 
defined time period). Due to the varying nature of HiAP initiatives, there is not a reliable 
count of the total number of initiatives worldwide, however, many of the known HiAP 
initiatives have been studied. 
International examples of HiAP include Finland, Thailand, New Zealand, China, 
Quebec Canada, Wales, Sudan, Suriname, Quito Ecuador, Namibia, South Australia, and 
Zambia. Each of these jurisdictions is included in a book from the Government of South 
Australia and WHO with HiAP case studies that range from early-stage initiatives to 
more mature ones (21). California, Maryland, Tennessee, Vermont, Minnesota, and 
Seattle-King County, among others, are sites in the US which have developed multisector 
initiatives to improve health (22,33,46,47).  
Implementing HiAP at different levels of government (local versus state versus 
national) may each have advantages and disadvantages, although further research in this 




or national efforts because it involves fewer stakeholders. However, outcomes from local 
HiAP efforts likely reach only a small population. State and national levels of 
implementation may face challenges with the large number of partners and substantive 
political will needed to move HiAP forward. However, if implemented at higher levels of 
government, HiAP has the potential to impact a larger population. It is important to note 
that context is key in HiAP and the political, economic, and cultural contexts of each 
level of government may subvert these notions (21). For example, a national effort may 
advance HiAP quickly with leaders who act strategically within a window of opportunity. 
Further, some small states, like Delaware, can have advantages and disadvantages similar 
to those of local governments. 
HiAP programs differ from location to location, as many aspects of HiAP are 
dependent on context. Two examples of mature HiAP sites, chosen for their different 
contexts (international and domestic) and sustained efforts, are provided below to 
illustrate the experiences of sites and how they can differ. 
 
South Australia 
Since 2007, South Australia has implemented a HiAP approach using strong 
governance and flexible processes to focus on improving health by considering wellbeing 
across sectors. South Australia’s HiAP began when a local academic leader proposed the 
idea in 2007, which was supported by then-Premier of South Australia Hon Mike Rann. 
HiAP is overseen jointly by the Department of the Premier and Cabinet and the 




such as a structure for agency leaders to report related results to the Cabinet, two 
memorandums of understanding solidifying the HiAP cross-governmental structure, and 
the South Australian Public Health Act of 2011, which provided a legislative foundation 
for HiAP (21).  
The initiative focuses on working within the government’s organizational 
structure to concentrate on strategic priorities which may impact health. It has a structural 
framework, including six full-time staff, to advance its work, commitment across 
agencies, and an ongoing evaluation. The support of senior leadership and alignment with 
South Australia’s strategic priorities, along with the willingness to adapt, are reasons why 
HiAP has continued in this state.  
South Australia uses a number of tools to carry out HiAP, including a Health Lens 
Analysis, which uses multiple methodologies such as environmental scans, interviews, 
and secondary data review, to analyze the impact of different policies on health (21). 
Outcomes of the work in South Australia include stronger partnerships that result in co-
benefits, better understanding by policymakers of the public health impacts of policies, 
and changes to proposed policies to improve health outcomes (21). Figure 1-1 illustrates 





Figure 1-1. South Australian Health in All Policies Model (21) 
 
California 
An example of HiAP in the US is in California, where, in 2010, then-Governor 
Arnold Schwarzenegger signed an executive order to create a California HiAP Task 
Force. The Task Force is under the California Strategic Growth Council, which is a “a 
cabinet-level body that enhances collaboration between state agencies to advance the goal 
of creating sustainable communities” (21). The HiAP Task Force has representation from 
22 government agencies and takes action on different initiatives through collaborative 
efforts. For example, work with California’s Department of Transportation led to the 
creation of guidelines used by local planners to consider health equity when making 
major investment decisions (21). HiAP in California is supported by a public-private 




and the nonprofit Public Health Institute, and funding from the California Endowment. 
Outcomes of California’s work include more opportunities for multi-sector collaboration, 
increased capacity across government agencies, and increased ability to promote equity 
(21). California created a HiAP guide for practitioners which is frequently utilized (22).  
While examples across the world provide an illustration of HiAP’s possibilities, 
many jurisdictions, including the state of Delaware, have yet to adopt or sustain this 
approach, due to barriers discussed below. The following sections discuss HiAP stages, 
from adoption through institutionalization. 
1.4.4 Adoption of Health in All Policies 
HiAP is not one simple, straightforward approach. There are a number of ways to 
adopt and implement HiAP and those decisions largely depend on context. Specifically, 
whether or not HiAP will be adopted in a jurisdiction depends on cultural, political, and 
economic factors, as well as international influences, policy problems, prior experience, 
and ideology of health (Table 1-1) (48). 
Contextual Factor* Examples 
Cultural, political, and 
economic 
• Government structure (centralized or decentralized) 
• Political will 
• Available economic resources  
International influences • International bodies (e.g. WHO) supporting and aiding in 
adoption  
Policy problems • Specific health issues 
• Sustainability 
• Equity 
• General public health 
Prior experience • Experience with intersectoral collaboration 
Ideology of health • Jurisdiction’s acceptance of the SDOH 
* Adapted from Shankardass et al. (48) 




HiAP may be adopted formally, through legal action or formal structures, or 
informally through partnerships. Legal avenues to adopt HiAP include executive orders, 
legislation, ordinances, statutes, and codes. Such legal mechanisms can require or 
authorize collaboration, create a structure for collaboration, provide funding, assign 
responsibility, or combine several of these elements (49). Legal mechanisms may be 
broad or focus on a specific health issue (49). Between 2012 and 2016, 13 jurisdictions 
introduced HiAP bills and nine jurisdictions enacted or amended HiAP laws (50). The 
bills typically require: an organizing body to advance HiAP, certain partners to 
collaborate, and regular reporting. The effectiveness of the bills to increase collaboration 
or to improve health is not known (50). Legal action is not the only way to adopt HiAP 
(although many sustainable HiAP efforts have some level of formal, governmental 
support). For example, in Suriname, after a WHO HiAP training and a country-level 
workshop, a steering committee and policy working groups were created without a legal 
mandate to advance HiAP.  
There are benefits and drawbacks to both formal and informal approaches. Formal 
legal provisions can establish required activities, including collaboration, and make 
regular collaborations the status quo. However, “legal provisions are not substitutes for 
organic, sustained relationships built on mutual trust and demonstrated commitment and 
cannot guarantee genuine collaboration” (49). Formal legal structures may also be 
challenging to enforce (49). Informal approaches, on the other hand, are more flexible 
than formal arrangements and may be more appealing to entities hesitant to join a long-




authority to move HiAP actions forward and ongoing commitments from partners (22). 
HiAP efforts that involve strong relationships within a formal legal structure that 
legitimize and provides credibility to the work is an ideal structure for advancing the 
approach. 
Acceptability (multiple sectors acknowledging HiAP as a potential way forward) 
and feasibility (the capacity to move HiAP forward) are key aspects of adoption. Within 
the concept of acceptability, jurisdictions must consider how to ensure HiAP is on the 
political agenda, utilize effective communications, and message co-benefits appropriately 
(51). Under the concept of feasibility, staff capacity, financial resources, and appropriate 
infrastructure are important considerations (48). Other factors, such as the ability to try 
(trialability) or observe (observability) HiAP and acknowledging HiAP is better than the 
status quo (relative advantage), may also be important aspects of adoption (51,52).  
Within the concept of acceptability, an appropriate window of opportunity is 
needed for HiAP to be on the political agenda. WHO states there are three types of 
windows of opportunity that can be pursued. The first is an opportunistic approach, 
which focuses on short-term wins that leverage existing relationships, policies, or issues. 
Next, the issue approach centers on finding an opportunity within a specific issue that 
impacts health (e.g. air pollution). Third, the sector approach focuses on a specific sector 
that greatly impacts health, such as education (22). Different contexts consider which 
type of window of opportunity is most applicable to its situation. 
Another adoption activity, also related to the concept of acceptability, is engaging 




commitment of other fields to dedicate resources to HiAP. During stakeholder 
engagement, time is taken to identify common goals with co-benefits to illustrate to 
stakeholders how work can be done together. Further, each stakeholder aims to 
understand the context and language of the other sectors (22). For example, if a health 
department meets with the transportation department and uses health jargon (e.g. SDOH), 
it may alienate the transportation department and hinder relationship building. Building 
relationships takes time, which must be accounted for when developing HiAP (53). 
Despite its promise, there are barriers to HiAP adoption. If public and private 
entities are considering working together, public agencies may be hesitant to engage with 
private, potentially profit-driven organizations, with concerns that their goals will not 
align. However, prior studies have shown that with thoughtfully chosen organizations and 
explicit agreement of goals, collaboration is possible and agreed-upon goals can be 
achieved (31,54,55). Another potential barrier is that adoption of new efforts in 
government may be slow due to bureaucratic processes (56), which can be addressed by 
forwarding initiatives outside of government. However, initiatives outside of government 
may lead to decreased authority and accountability.  
Additionally, a critique of HiAP is that it often does not include the voice of the 
community, as it typically focuses on top-down approaches (31). Such an issue would 
need to be addressed during the adoption phase to ensure genuine community 
engagement throughout the process. Gase also notes that adoption is more likely when 
the SDOH, limitations of single-sector initiatives, and how sectors outside health can 




Framing can be a barrier or facilitator to HiAP. During the adoption phase, 
jurisdictions consider how to frame and name their HiAP initiative. While the name 
“Health in All Policies” suggests an exclusive focus on health and policy, this is 
misleading. Improved health is the goal of public health practitioners but HiAP adds 
value beyond the health sector, such as by improving educational or environmental 
outcomes during related HiAP activities (22). Stakeholders outside the health sector may 
be less likely to engage in the work if they believe the focus is solely on health. Several 
HiAP approaches explicitly recognize this by naming their HiAP approach something 
different. For example, in King County Washington the approach is called the Equity and 
Social Justice Initiative (58). Despite potential barriers, avenues to HiAP adoption exist.  
 
1.4.5 Implementation of Health in All Policies  
Implementation of HiAP, similar to adoption, does not follow one linear path. 
However, as with adoption, there are key elements of HiAP implementation, which are 
consistently noted across HiAP sites. Gase, Pennotti, and Smith (2013) found seven main 
strategies for HiAP implementation, which are described along with their associated 









• Formal:  
o Forming committee, council, or task force  
o Establishing Memorandums of Understanding 
o Creating HiAP management structures 
• Informal:  
o Forming temporary workgroups or voluntary networks 
Enhancing 
workforce capacity 
• Networking and holding cross-sector conferences 
• Training on HiAP principles 
• Hiring cross-sector staff 
• Rewarding cross-sector activities (e.g. during performance 
reviews) 
• Locating staff from different sectors in same location 
Integrating research, 
evaluation and data 
systems 
• Establishing and integrating cross-sector data, indicators, and 
evaluation 




• Developing statements of commitment to multisector work 
• Framing activities in terms of co-benefits and interconnectedness  





• Joint monitoring and enforcement of laws  
• Creating oversight structures 
• Reporting activities and outcomes publicly 
• Creating explicit roles and responsibilities for activities 




• Strategic planning across sectors  
• Establishing multi-sector common goals 
• Conducting needs assessments 
• Using tools to assess health impact (e.g. Health Lens Analysis, 
Health Impact Assessment) 





• Coordinating financial investments across sectors 
• Creating and jointly reviewing cross-sector funding mechanisms 
(e.g. grants) 
• Incorporating health as criteria for funding decisions 
*Adapted from Gase, Pennotti, and Smith, 2013 (57) 
Table 2-2. Seven Strategies for HiAP Implementation 
 
3 Some overlap exists between what is considered adoption versus implementation. For example, 
choosing a formal or informal structure is discussed under adoption but is also included in Gase et 
al.’s seven strategies for implementation. Decisions on when to consider whether a factor is 




Gase et al. state the seven strategies can be used alone or in combination with 
each other. The strategies have each been used at national, state, and local levels. A 
number of organizations, including the National Association of County and City Health 
Officials (NACCHO) and the Society of Practitioners of Health Impact Assessment, use 
Gase et al.’s seven strategies as a foundation for HiAP guides (59,60). Additional 
frameworks and case studies regarding HiAP have been developed by institutions such as 
WHO and ASTHO (21,22,61). 
Beyond strategies, Shankardass et al. (2015) outlined contextual factors for 
implementation, much like they did for adoption. The contextual factors are items to be 
considered prior to HiAP implementation and will impact which strategy is chosen4. See 
Table 1-3 for an overview of the contextual factors. 
Contextual Factor* Examples 
Political prioritization 
of HiAP 
• High-level leadership 
• Government directives  
Formal processes to 
enforce HiAP 
• Monitoring and evaluation 
• Mandatory participation 
• Formally assessing health impacts of policies  
Available resources 
for needed costs 




• Training staff and stakeholders regarding relevant concepts 
and tools 
* Adapted from Shankardass et al. (48) 
Table 3-3. Contextual Factors Influencing HiAP Implementation 
 
Collaboration is central to HiAP implementation. Mattessich et al. (2001) defined 
collaboration as “a mutually beneficial and well-defined relationship entered into by two 
or more organizations to achieve common goals. The relationship includes a commitment 
 




to mutual relationships and goals; a jointly developed structure and shared responsibility; 
mutual authority and accountability for success; and sharing of resources and rewards” 
(62,63). Mattessich’s definition underscores the alignment between HiAP and 
collaboration, with both focusing on common goals, shared accountability, and a joint 
structure. 
 
Health in All Policies Tools 
 Gase’s strategy “incorporating health into decision-making processes” includes 
using tools to assess health, which are often an important component of HiAP. Such 
tools, like health impact assessments or health lens analyses, are common platforms for 
launching or operationalizing HiAP (33).  
A health impact assessment is a process that uses a variety of data sources, 
methods, and stakeholder engagement to examine the potential health effects of 
decisions, policies, programs or plans and provide recommendations that align with those 
findings (64). Prior health impact assessments have examined paid sick days, local 
planning documents, and energy assistance programs, among other topics (65).  One 
study found that health impact assessments can strengthen relationships between 
community and decision-makers, and help increase access to important resources like 
transit and healthcare (66).  
Health impact assessments are identified by WHO and the Centers for Disease 
Control and Prevention (CDC) as a way to advance the consideration of health in other 




assessments advance HiAP and that they are an avenue to integrate equity into 
considerations (69,70). However, health impact assessments have been criticized for not 
always being rigorous and for being difficult to evaluate.  
Health lens analyses use a similar process to health impact assessments and are 
used extensively in South Australia and Tacoma-Pierce County Washington (71,72). 
Another tool to examine the impacts of decisions include King County Washington’s 
Equity Impact Review tool (73). Utilizing such tools within HiAP provide a tangible, 
observable process and outcome, which can help stakeholders understand HiAP. 
 
Logistics 
Logistics need to be considered within the chosen context and strategy (or 
strategies) for HiAP implementation. First, an entity is chosen to lead HiAP. HiAP can be 
integrated into an existing body (such as a multi-sector coalition or cabinet body), create 
a new entity, or identify one organization to lead a new initiative (74). Which entity is 
chosen will depend on context and strategy. Past HiAP guides note that the chosen lead 
should have the authority to carry out HiAP activities and staff with leadership, 
management, and facilitation skills (74). The Intervention Mapping framework suggests 
examining organizational readiness to implement an initiative prior to choosing a lead 
entity. Aspects of organizational readiness include the general capacities of an 
organization, the intervention specific capacities, and the motivation to implement the 
intervention (75). Establishing a lead entity will build accountability and establish a fiscal 




Additional logistics include staffing, funding, and stakeholders. HiAP guides 
often state that having backbone staff dedicated to HiAP activities, such as convening 
meetings, writing reports, securing funding, is crucial to comprehensive, continuous work 
(22,74). Initial and ongoing funding are ongoing challenges for HiAP activities, but are 
necessary for personnel, meeting costs, travel, and other expenses. Additionally, 
identifying which stakeholders and sectors should be included in the initiative is 
important and will vary in each context. Engaging a wide range of sectors is 
recommended by the literature, and HiAP initiatives may focus only within government 
or engage the private sector (22,74). Those implementing HiAP may consider both 
horizontal (across sectors) and vertical collaboration (all levels of an organization) in 
their efforts (31).  
 
Potential Barriers 
Barriers to successful implementation exist. The limited nature of current cross-
sector collaboration and the differences in priorities across sectors make it difficult to 
successfully engage cross-sector stakeholders and retain them (57). Using frames that 
highlight co-benefits and taking time to build relationships may overcome this barrier. 
Additionally, limited resources are an ongoing public health challenge (22,57), as funding 
streams are inadequate and highly competitive. Identifying funding for HiAP, which is a 
nontraditional approach with a broad focus (rather than focusing on a specific health 
issue), is challenging as few funders solicit such activities. Addressing this challenge 




include nontraditional approaches. Further, retaining momentum for implementation can 
be difficult. To address this, sites secure several short-term wins, rather than pursuing one 
major, time-consuming effort (22). 
 
1.4.6 Evaluation of Health in All Policies 
The literature supports building evaluation into all HiAP efforts (22,74,76). Much 
of the evaluation efforts to date focus on process and short-term outcomes (such as in 
New Zealand and California), with limited evaluations on long-term health impacts 
(21,77). Evaluations of the impacts of HiAP tools, such as health impact assessment or 
health lens analysis, have been conducted but do not demonstrate the effectiveness of 
HiAP overall (77–81). 
Comprehensively evaluating the long-term impacts of HiAP is described in the 
literature as a limitation and ongoing challenge. As many HiAP initiatives are relatively 
new, it may not yet be possible to evaluate their long-term impacts. Additionally, 
evaluating cross-sector efforts, policies, and the SDOH – each of which is challenging to 
evaluate on its own – is highly complex. Further, comparing HiAP evaluations is difficult 
as different contexts implement HiAP differently (77).  Having the time, partnerships, 
and staff capacity to conduct complex HiAP evaluations is challenging. 
Researchers have been working to address this challenge and gap in the literature. 
Gase et al. (2017) developed an adaptable logic model (Figure 1-2) to serve as the 










authors also listed related indicators for HiAP and outlined evaluation methods for 
different contexts. For example, evaluation design should be driven by the main question 
the initiative wants to answer, which could include quasi-experimental methods and use 
of both qualitative and quantitative measures. The article highlights that a single, standard 
evaluation approach for HiAP is not possible nor ideal (77).   
 
1.4.7 Outcomes of Health in All Policies 
Despite the challenging nature of evaluation, research shows HiAP can positively 
impact health in communities where adoption and implementation take place. HiAP’s 
direct influence on health is challenging to demonstrate, as the approach is long-term, 
dynamic, and systems-level. However, evaluations of existing HiAP efforts show it leads 
to process improvements – a critical foundation for change. For example, California’s 
HiAP initiative led to more multi-sector collaboration and increased capacity across 
government agencies (21). In South Australia, policymakers reported an increased 
understanding of relevant issues and more policy relevant research (77,82). In Canterbury 
New Zealand, a cross-sector role for a public health specialist was established, strong 
relationships were developed, and multi-sector initiatives were implemented (21). Gase et 
al. state that “because HiAP works across agency boundaries, HiAP can help streamline 
government activities, reduce duplication, and contain costs” (77). 
Beyond process improvements and short-term outcomes, a body of literature 
supports the impact cross-sector policies and programs can have on health, which is a key 




have demonstrated policies outside the health sector impact health. A systematic review 
by Osypuk et al. (2014) outlined a number of such studies and concluded that 72% of 
studies reviewed demonstrated the positive impact social and economic policies can have 
on health (83). For example, a study of the Moving to Opportunity for Fair Housing 
Demonstration Program showed that when families were moved out of public housing, 
major depression and psychological distress decreased and female adults had lower rates 
of obesity, diabetes, and other physical health issues. Beyond policies, studies of targeted 
collaborative efforts have demonstrated improved health outcomes (84). The above 
examples do not derive from HiAP initiatives, as the evidence base for HiAP itself is still 
emerging. However, the evidence for a key element of HiAP – improving health through 
cross-sector work – is strong.  
HiAP is considered by the WHO, CDC, American Public Health Association, 
American Academy of Family Physicians, ASTHO, NACCHO, and the American 
Planning Association, among others, to be a meaningful strategy to improve health 
(21,33,47,85–90). Healthy People 2020 identifies HiAP as an emerging approach to 
address the SDOH (91). HiAP aligns with Public Health 3.0, which focuses on improving 
the SDOH and “engag[ing] multiple sectors and community partners to generate 
collective impact” (92). 
 
1.4.8 Sustainability in Health in All Policies 
 HiAP initiatives may be short-lived or last over time. WHO has identified several 




Mature locations include South Australia, Finland, Thailand, California, and Canterbury 
New Zealand. Such efforts cite flexibility, support from leadership, collaboration at 
multiple levels, and strong relationships, among other factors, as reasons for their 
ongoing success (21). Creating structures that embed health into decision-making is a 
way jurisdictions ensure the principles of HiAP are carried forward (22). 
No definitive study has been conducted on how and why HiAP efforts are 
sustained. This gap in the literature is explained by the fact that there have only been 
several HiAP initiatives that are considered sustainable and they have likely only been in 
existence for a decade or less. As HiAP efforts continue to mature, researchers should 
address this gap in the literature as well as the gaps related to evaluation and long-term 
outcomes. 
 
1.5 The State of Delaware 
The state of Delaware has not, to date, adopted a comprehensive HiAP approach. 
What follows is an overview of the context in Delaware, with relevant demographic, 
political, governmental, economic, and public health information. 
 
1.5.1 Demographics 
The state of Delaware is located in the mid-Atlantic region of the US and has 
three counties: New Castle, Kent, and Sussex. The state has a population of less than a 
million people (961,939), with almost 60% (559,793) of the population concentrated in 




Delaware. Delaware’s only major urban area, Wilmington, is located in New Castle 
County and the state’s capital is Dover, in Kent County. An overview of statewide 
demographic information is provided in Table 1-4. Further, it is noteworthy that 
demographics vary by county. For example, 97.7% of the population in Sussex County is 
white, compared to 65.5% in New Castle County (93).  
 








American Indian and Alaska Native 0.5% 
Asian 3.2% 
Native Hawaiian and Other Pacific Islander <0.1% 
Some Other Race 3.4% 
Two or More Races 2.7% 
Ethnicity  
Hispanic or Latino 8.2% 
Education  
Percent High School Graduate or Higher 88.8% 
Percent Bachelor’s Degree or Higher 30.5% 
Income  
Mean Household Income (2016 inflation-adjusted dollars) $80,432 
Median Household Income (2016 inflation-adjusted dollars) $61,107 
Percentage of People Whose Income in the Past 12 Months Is 
Below the Poverty Level 
12.0% 
Table 4-4. Statewide Delaware Demographics, 2017, American Community Survey 
 
1.5.2 Politics and Government 
Delaware has a competitive two-party political system. New Castle County 
consistently votes Democratic in major elections, while the two southern counties (Kent 
and Sussex), reliably vote Republican. Democrats maintain majorities in the state 
legislature but, due to the competitive dynamic, Democratic margins in Delaware are slim 
(95) 
New Castle County has more registered voters than the other two counties 
combined. This has led to Democrats holding the governorship since 1993 and all three 
of Delaware’s US Congress seats for the last eight years (95). The political power 





Delaware’s small political elite, population, and geographic region has led to 
“friends and neighbors’ politics” in the state. Delawareans generally avoid negative 
campaign tactics and prefer to handle politics face-to-face. Even when politicians 
disagree on issues, they tend to maintain strong personal relationships and are more likely 
to come to consensus than those in larger states (95). 
The majority of governmental activity occurs at the state-level rather than in 
counties or cities. For example, education, transportation, and health services operate 
primarily at the state level (97,98). In addition to state government, there are three county 
government offices and 57 municipal-level governments in the state (93). 
 
1.5.3 Economy 
Businesses play a large role in shaping Delaware policy and its economy. 
Delaware is considered to be one of the most corporate-friendly states due to a simple 
incorporation process, flexible corporate laws, and a corporation-favoring judicial system 
(99). More than half of the New York Stock Exchange’s publicly traded companies are 
incorporated in Delaware (95). Businesses incorporated in Delaware must pay a yearly 
corporate franchise tax, which accounts for approximately 20% of the state’s annual 
revenue (95). Business priorities often top the political agenda because they are a major 
revenue source for the state. 
Delaware’s unemployment rate is 3.9% as of October 2018, nearly the same as 
the national rate (3.8%) (100,101). Industry in New Castle County is more commercial 




Delaware include DuPont, W.L. Gore and Associates, University of Delaware, and the 
State of Delaware. Important industries include agriculture (soybeans, corn), fishing 
(crabs, clams), manufacturing (chemicals, food and paper products), and mining (sand 
and gravel, magnesium compounds) (94). 
 
1.5.4 Public Health 
Governance 
Public health activities in Delaware occur largely at the state level within the 
Delaware Division of Public Health, which is under the Delaware Department of Health 
and Social Services. The Division of Public Health is responsible for a wide range of 
public health services including, but not limited to: drinking water regulation and 
enforcement, food protection, infectious disease control, animal welfare, and community 
health (102). Due to the centralized nature of public health in Delaware, county- and city-
level public health departments largely do not exist. However, the City of Wilmington 
has a Wilmington Health Planning Council, not within the Division of Public Health, 
which is a coordinating body for health-related efforts in the city (103). 
 
Stakeholders 
 Beyond the Division of Public Health, there are a number of key public health 
stakeholders throughout the state. Broadly, such stakeholders include nonprofits and 
community-based organizations (such as the Delaware HIV Consortium), philanthropies 




across the state (104)), health clinics (three federally qualified health center 
organizations, with multiple sites, statewide (105)), academia (University of Delaware), 
advocacy groups (Children’s Health Center of Delaware), and coalitions (CDC 
Community Advisory Council), among others. Several organizations of note which are 
often involved in state public health activities include the Delaware Public Health 
Association, the Delaware Healthcare Association, the University of Delaware, and 
Delaware State University. 
 
Health Issues 
Delaware faces a range of health issues. In 2017, the State prioritized four public 
health areas: chronic disease, maternal and child health, substance use, and mental health 
(106). Selected health outcomes related to the priorities are shown in Table 1-5 and are 
compared to rates in the US. Additionally, health disparities, including those related to 
race, age, and income-level, exist throughout the state. For example, in 2017, health 
disparities in Delaware were higher than the US (35.8 percentage points versus 30.6). The 
infant mortality rate in Delaware is higher than in the US, and black infants in Delaware 
are at a higher risk for death than white infants (12.3 vs 5.3 in 2015) (107). Further, black 
people in Delaware had higher rates of diabetes (13.0% versus 10.5%) and cardiovascular 









Infant Mortality  
(number of infant deaths per 1,000 live births) 
7.9 5.9 
Drug Deaths  
(age-adjusted number of deaths per 100,000 population) 
20.0 15.0 
Frequent Mental Distress  
(percentage) 
11.1% 11.7% 
Table 5-5. Health Outcomes in Delaware and the US, 2017, America’s Health Rankings 
 
Outside of direct health outcomes, the 2017 Delaware State Health Needs 
Assessment found several pertinent issues to addressing public health concerns, 
including: 1) perception of healthcare as the only industry able to sustain health 
improvements; 2) a lack of translational research; and 3) poor collaboration between state 
systems (106).  
 
Activities 
Public health in Delaware is dynamic, with an array of activities that often occur 
simultaneously. Currently, several public health initiatives hold a significant amount of 
attention in the state. First, the State Health Improvement Plan, led by the Division of 
Public Health and the University of Delaware, convenes stakeholders to review the state 
health assessment and take action on its priorities. The Plan, required for public health 
accreditation, is in its second iteration and requires a number of stakeholders to carry out 
its activities (109). Second, Delaware was awarded a grant from the Center for Medicare 
and Medicaid Innovation under its State Innovation Models initiative. This multi-year 




workgroups, boards, and committees to move work forward related to healthcare 
transformation and payment reform (110). Third, the current governor, Governor John 
Carney, made reducing healthcare spending a priority for the state. This led to the 
development of a Health Care Spending Benchmark and the undertaking of related 
activities to constrain healthcare costs (111). 
Individuals and organizations are often involved in several initiatives at once, as 
the public health field, while diverse, is relatively small in Delaware. Such high levels of 
involvement may contribute to fatigue regarding new initiatives and collaborations, while 
also helping to better align efforts and improve cooperation.  
 
Health in All Policies and Multi-Sector Partnerships  
HiAP is not new to Delaware’s public health stakeholders. The state began 
focusing on health equity as a priority issue in 2009 and, in 2015, released a health equity 
guide (112). This led to trainings for public health professionals on the SDOH and health 
equity, which touched on HiAP. Following this, the Division of Public Health, Office of 
Health Equity commissioned a white paper from the University of Delaware to outline 
opportunities and challenges related to HiAP adoption and provide recommendations for 
launching a Delaware HiAP Collaborative. Items of consideration included: allocating 
resources; obtaining leadership commitment; defining a clear purpose with tangible short-
term benefits; meaningfully engaging multiple sectors; leveraging existing efforts; and 
focusing on equity. The white paper stressed the need to consider political and financial 




In 2016, the Division of Public Health held a series of HiAP trainings to build 
capacity and momentum for a HiAP initiative. However, the trainings were not well 
attended and did not act as a catalyst to action. Reasons for low attendance include a lack 
of leadership encouraging attendance and fatigue among stakeholders due to a large 
number of collaborative efforts and few staff. 
A HiAP Collaborative was convened and met approximately four times but 
fatigue among members slowed the efforts. In January 2018, the Division of Public 
Health received technical assistance from NACCHO on how to forward its HiAP 
Collaborative. Recommendations included coordinating the HiAP Collaborative with 
other initiatives, using an health and equity impact tool, and dedicating staff time to the 
effort, among others (113). Actions taken based on the technical assistance are unclear. 
The 2017 state health assessment recommends the adoption of HiAP (106).  
At least one health impact assessment has been conducted in the state. In 2013, 
Delaware Greenways received a grant from ASTHO to conduct a health impact 
assessment on the development of a 450 acre site and provided recommendations to key 
stakeholders (112). Cross-sector work, outside the auspices of a HiAP collaborative, also 
occurs in Delaware. For example, Delaware Plan4Health brings the health and planning 
sectors together to address a lack of physical activity and access to nutritious foods by 
creating appropriate land use guidelines (114). Further, a local police department recently 
hired a mental health professional to join patrols in order to connect residents with mental 
health services and, when possible, avoid arrest (115). 




collaboration, was reestablished in 2017 by Governor Carney to “help coordinate public 
and private services for Delaware families” in an effort to reduce fragmented services and 
increase coordination (116). The Council addresses a range of issues, from reducing 
recidivism to increasing the availability of affordable housing to improving access to 
substance abuse treatment. The Council contains eight members of the governor’s 
Cabinet, including: the Secretary of the Department of Services for Children, Youth, and 
Their Families; the Secretary of the Department of Health and Social Services; the 
Secretary of the Department of Education; the Secretary of the Department of Labor; the 
Secretary of the Department of Safety and Homeland Security; the Director of the 
Delaware State Housing Authority; the Director of the Office of Management and 
Budget; and the Commissioner of the Department of Correction (116). 
 
1.6 Public Health Significance 
HiAP is a meaningful strategy to address the SDOH and improve health. This 
study examined how a HiAP approach can be adopted and implemented in the state of 
Delaware and provided a toolkit to advance such efforts. The toolkit is a straightforward 
guide for HiAP adoption and implementation and includes practical components, such as 
a communications plan and an evaluation plan. Ongoing stakeholder engagement and 
toolkit dissemination will build momentum to help carry a HiAP initiative forward. 
Public health practice in Delaware will be advanced through a practical HiAP plan which 
will lead to increased collaboration and efficiency, a renewed focus on equity, and the 




Further, HiAP adds value beyond the health sector and other sectors will obtain 
benefits as well (22). For example, a HiAP initiative that brings together Delaware’s 
education and health sectors may result in efforts to increase the high school graduation 
rate. Such an effort would advance a goal of the education sector while building the long-
term health benefits from increased education. The co-benefits of utilizing HiAP can be 
used to engage other sectors, which will increase collaboration while addressing the 
SDOH. 
While the study is specific to Delaware, the research also provides outcomes that 
are generalizable to other contexts. First, this study provides a novel application of 
Intervention Mapping methodology to HiAP (described in Chapter 2). Through this 
application (which is a systematic and comprehensive way of considering HiAP, 
outlining practical steps to adoption and implementation and adapting for context), future 
practitioners can more easily build a HiAP plan for their jurisdiction. Additionally, the 
study offers insights into utilizing contextual factors to design strong HiAP approaches, 
which has been done only to a limited extent to date. The generalizable outcomes can be 





CHAPTER TWO: STUDY DESIGN, METHODS, AND THEORETICAL 
FOUNDATION 
2.1 Overview of Study Design and Methods 
The study used a cross-sectional, mixed methods design to achieve its aims. 
Qualitative methods included document reviews, key informant interviews, and focus 
groups. Quantitative methods included a questionnaire of focus group participants. The 
research conducted informed Aims One and Two of the study (1) identify and examine 
existing HiAP programs, internationally and nationally and 2) examine current context in 
Delaware), and the outcomes of the research informed the development of the program 
toolkit (Aim Three - develop program toolkit for Delaware leaders to implement a 
statewide HiAP program). The Diffusion of Innovations theory and the Collective Impact 
framework served as the theoretical foundations of the study, while the Intervention 
Mapping framework provided the study’s guiding structure. Appendix A provides a 
detailed overview of the study methods. 
 
2.2 Research Framework and Theories 
Three key frameworks were used to achieve the aims of the study, through 
informing data collection and analysis. The frameworks were the Intervention Mapping 





2.2.1 Intervention Mapping Framework 
The process for data collection and toolkit development followed Bartholomew 
Eldredge et al.’s Intervention Mapping approach, specifically as it relates to adapting 
existing interventions (75). Intervention Mapping was developed to “provide […] a 
framework for effective decision making at each step in the intervention development 
process” (117). This framework integrates theory, existing literature, and data from the 
target population, and utilizes this information in a systematic process to develop an 
intervention. The intervention is designed with observable and measurable goals, which 
provide a strong foundation for evaluation (117). Table 2-1 outlines the six Intervention 
Mapping for adaptation steps, how steps were carried out in the study, and relevant 




Use in Current Study Relevant Theories and 
Models 









• Needs Assessment: Utilized data from 
interviews, focus groups, document 
review, and questionnaire to assess 
context and collaboration 
• Organizational Capacity: Identified 
an entity to lead HiAP in Delaware 
and examined capacity  
• Logic Models: Created logic models 
of problem and change 
• Goals: Described the intervention 
goal 





Capacity: Models of 
HiAP leadership 
selection and guidance 
from Intervention 
Mapping (22,75)  
• Logic Models: Kellogg 
Logic Model 
Development Guide and 







Use in Current Study Relevant Theories and 
Models 
2) Search for 
evidence-based 
interventions 
• Judged the basic fit of HiAP as it 
relates to the target problem, 
organizational capacity, and the 
priority population 
• Guidance from 
Intervention Mapping 
Framework 
3) Assess fit 
and plan 
adaptions 
• Used Intervention Mapping Steps 
One and Two to examine HiAP 
applicability in Delaware  
• Planned adaptations for individuals, 
organizations, and the environment 
while retaining key elements of 
HiAP 





• Adapted Delaware HiAP adoption 
and implementation plan based on 
prior steps  
• Based on chosen 
strategies and Delaware 
context 
5) Plan for 
implementation 
• Created adoption and implementation 
intervention plan and HiAP toolkit 
for Delaware, including logistics, 
communication, activities, and 
sustainability planning  
• Adoption: Diffusion of 
Innovation theory (119) 
• Implementation: 
Collective Impact 
framework (120)  
6) Plan for 
evaluation 
• Developed an evaluation plan for 
HiAP in Delaware, including design, 
questions, indicators, and plan for 
data collection and analysis  
• Process and impact 
evaluations, models 
from Gase et al. and 
South Australia, (21,77) 
Table 2-6. Intervention Mapping Framework, Application to Study, and Relevant Theories  
 
The Intervention Mapping adaptation approach largely aligns with the needs of 
the current study with the exception that Bartholomew Eldredge et al. assume a problem 
(e.g. obesity) must be identified first and that a search for an appropriate intervention will 
follow. The current study recognizes public health includes a wide range of complex 
problems and proposes an approach (HiAP) to address them. With this in mind, the first 
step of the Intervention Mapping approach in the current study did not examine a health 
issue, but rather multi-sector collaboration in Delaware. The remaining steps were used 




Step One (“conduct a needs assessment, assess organizational capacity, and create 
logic models”) was achieved through using existing frameworks and HiAP models to 
complete the four components. Guidance from the Intervention Mapping Framework was 
used to complete a brief needs assessment (75). The current study built on Delaware’s 
2017 State Health Needs Assessment and identified gaps related to collaboration in 
Delaware’s context (informed by data collection efforts) (106). Regarding assessing 
organizational capacity, an organization was identified to lead HiAP efforts based on 
prior HiAP models of choosing a HiAP leader or facilitator (22,74). For example, looking 
at the lead organization’s legal authority and its established relationships are two 
components to consider (74). Guidance from Intervention Mapping was also used to 
assess the chosen organization’s capacity (75). Finally, behavioral and environmental 
objectives were identified and logic models for Delaware’s HiAP approach were created 
based on an established HiAP logic model created by Gase et al. and informed by the 
Kellogg Logic Model Development Guide (77,118). The intervention’s goal was based 
on prior HiAP models and the results of the needs assessment. 
During Step Two (“search for evidence-based interventions”), it was not 
necessary to identify an intervention as HiAP already emerged as the intervention to 
adopt. However, it was important to judge how HiAP fits with the target problem (lack of 
collaboration to improve health and equity in Delaware), organizational capacity to 
forward to the intervention, and the priority population impacted by the intervention. The 
logic model created during Step One was compared with a HiAP logic model, which 




objectives, and other contextual factors to be addressed (75).  
The outcomes of Steps One and Two, and data collection and analysis informed 
Step Three (“assess fit and plan adaptions”). With this information, the study followed 
the Intervention Mapping approach to assess the fit of HiAP in Delaware and identify 
necessary adaptions to the intervention. For example, information on Delaware’s context, 
such as perceptions of collaboration and political atmosphere, influences how well – and 
what type – of HiAP approach is appropriate for the state. Further, context influences the 
types of adaptations needed at the individual, organizational, and environmental levels to 
make HiAP successful in Delaware. Prior to adaptations being made, the essential 
elements of HiAP were identified (see Chapter 1, Section 1.4) and retained to the fullest 
extent possible (22). During Step Three, a template from Bartholomew Eldredge et al. 
(Table 10.3, p. 619) was used to examine adaptation needs (117).  
During Step Four, the study made the adaptations outlined during Step Three, for 
the HiAP program design and related materials. The adaptations were based on both 
Delaware’s context and the HiAP components chosen as the best fit for the state (e.g. use 
of health impact assessments or coordinating investments), and were informed by the 
literature review.  
Planning for implementation, Step Five, was achieved through the development of 
a Delaware HiAP toolkit (study Aim Three) for adoption and implementation of HiAP in 
the state. The toolkit includes logistics to forward HiAP, instructions on how to 
accomplish each step, activities to reach HiAP’s goals, a communications plan, an 




Innovations theory was considered when identifying adoption guidance and the 
Collective Impact framework helped guide implementation (discussed below) (119,120).  
Step Six provided a plan for evaluation of Delaware’s HiAP initiative, which is in 
the toolkit, and includes both process and outcome evaluations. The evaluation plan 
includes an evaluation design, evaluation questions, indicators, and a plan for data 
collection and analysis. The evaluation plan built on existing models of HiAP evaluation 
from Gase et al. and South Australia (21,77), while integrating other elements identified 
through the document review.  
Creation of the Delaware HiAP toolkit incorporated the six Intervention Mapping 
steps in a manner accessible to professionals at multiple levels. All key intervention 
elements were included in the toolkit along with the goals and objectives, management 
structure, needed materials, timeline, budget, communications plan, evaluation plan, and 
sustainability plan. The toolkit will be reviewed by two stakeholders in Delaware. 
Intervention Mapping was used as a guiding framework for the study. One of the 
strengths of this framework is multiple theories and models can be used within it to 
inform the study, as detailed in Table 2-1. Two important theories for this study are the 
Diffusion of Innovations theory and the Collective Impact framework, which were used 
when examining HiAP adoption and implementation, respectively.  
 
2.2.2 Diffusion of Innovations Theory  
Everett Rogers developed the Diffusion of Innovations theory in the 1960s to 




through a specific population or social system” (121). By integrating the Diffusion of 
Innovations theory into the design of the current study and operationalizing the theory 
through the HiAP toolkit, the potential to accelerate the rate of adoption of HiAP in 
Delaware is increased (52). 
According to Rogers, diffusion is “the process through which an innovation is 
communicated through certain channels over time among the members of a social 
system” and innovation is “an idea, practice, or object that is perceived as new by an 
individual or other unit of adoption” (51,122). Diffusion of innovations generally 
transpires due to social pressure, communications strategies, reducing uncertainty of 
novel information, and responding to what respected individuals are doing, or a 
combination of these factors. When these factors occur, individuals are more likely to 
seek additional information and verification about an innovation (52). 
The theory describes five stages of adoption: innovators, early adopters, early 
majority, late majority, and laggards. Innovators tend to be individuals who are open to 
risk and want to be among the first to adopt, due to the novelty of the innovation. Early 
adopters (often opinion leaders) join innovators because they believe the innovation will 
be beneficial, based on knowledge gained from the innovators’ experiences (51,52). Once 
opinion leaders have accepted the innovation, early majority and late majority adopters 
join because leaders have taken on the initiative and they do not want to be left behind 
(51,52). Finally, laggards adopt last, which could be due to a traditional mindset or 
limited social interaction (51). Figure 2-1 illustrates the adopter categories and the 





Figure 2-1 Rogers’ Diffusion of Innovations Theory Adopter Categories (123)  
 
The five attribute categories, described in Table 2-2, of the Diffusion of 
Innovations theory outline how innovations are evaluated (124). Attribute categories are 
useful to consider during intervention development, such as in messaging (e.g. HiAP is 
low-effort and high reward), training (e.g. HiAP is straightforward and this is how to do 
it), and evaluating (e.g. asking what individuals believe about the intervention) (52). 
Relative advantage, simplicity, and compatibility tend to account for why most people 
choose to adopt. However, trialability is important when the innovation is “high-risk, 
expensive, and obtrusive” and observability is key when innovations are vague or 
obscure (52). Complexity of an innovation is correlated negatively with adoption, while 








Relative Advantage “The degree to which an innovation is perceived as being better 
than the idea it supersedes” 
Compatibility “The degree to which an innovation is perceived as being 
consistent with the existing values, past experiences and needs 
of the receivers” 
Trialability “The degree to which an innovation may be experimented with 
on a limited basis” 
Complexity “The degree to which an innovation is perceived as being 
relatively difficult to understand and use” 
Observability “The degree to which the results of an innovation are visible and 
easily communicated to others” (124) 
Table 2-2. Diffusion of Innovations Attributes 
 
The Diffusion of Innovations theory has been used previously in public health to 
spread the adoption of effective interventions. For example, the CDC’s Diffusion of 
Effective Behavioral Interventions project uses a partnership between federal and state 
health officials to spread information on evidence-based HIV prevention initiatives to 
community-based organizations (potential adopters). The partnership supports the 
adoption of the innovations through capacity-building activities, marketing, and 
evaluation (52).  
Dearing (2009) explores several ways the Diffusion of Innovations theory can 
spread effective social work programs, which are often similar to public health 
interventions. Methods include: preparing for and acting in windows of opportunity 
(which aligns with Kingdon’s Agenda Setting Theory (125)); utilizing opinion leaders 
who are influential, credible, popular, and accessible to spread information; tailoring 





Weaknesses of the Diffusion of Innovations theory include that the theory did not 
originate in public health and it does not consider an individual’s social system or 
external resources (126). Rogers recognizes that social norms play a powerful role in 
shaping an individual’s activities. Social norms are challenging to change and influence 
whether or not an innovation will be adopted (51). These limitations need to be 
considered when applying the theory to HiAP in Delaware, although such weaknesses 
can be addressed by using additional theories, as suggested by the Intervention Mapping 
approach (75). 
Prior research does not appear to have systematically operationalized the 
Diffusion of Innovations theory to HiAP. Some initiatives have used the theory generally 
when looking at multisector health initiatives (127) and some documents broadly link the 
theory to HiAP (128). Further, one work explores how HiAP is a paradigmatic 
innovation, which “involve a shift in the way we understand problems and needs, in what 
we consider to be viable solutions, in who we think should be engaged in finding and 
implementing solutions, and in how we attempt to engage them” (129). The article 
discusses that to adopt HiAP there must be several components, which include: having 
the appropriate set of tools (e.g. Health Impact Assessments and data sharing), engaging 
those in and out of government with a clear goal, finding an appropriate window of 
opportunity, and being context-specific. An innovation such as HiAP requires (as well as 
creates) systems-level changes and collaboration within and beyond the health sector 
(129). The current study fills a gap in the literature by comprehensively applying the 




2.2.3 Collective Impact Framework  
John Kania and Mark Kramer’s Collective Impact framework is a structured 
approach to address complex social issues (e.g. SDOH) through collaboration (120). 
Specifically, Collective Impact is “the commitment of a group of important actors from 
different sectors to a common agenda for solving a specific social problem” (120). A 
study by Stachowiak and Gase found that Collective Impact initiatives led to positive 
changes in population health, such as reduced teen pregnancies and homelessness (130).   
An example of a successful, sustainable Collective Impact project is Shape Up 
Somerville, led by Tufts University, which engages government, educators, business, 
nonprofits, and community members to examine obesity prevention initiatives. The work 
of this group led to schools teaching nutrition, restaurants receiving certificates for 
serving nutritious food, and a farmer’s market organized by the city of Somerville, 
among other activities. Shape Up Somerville resulted in a “statistically significant 
decrease in body mass index among the community’s young children” (120). 
Collective Impact offers a broad framework with five key conditions (outlined in 
Table 2-3) to guide collaborations. In Collective Impact, organizations meet to address a 
complex problem without a straightforward solution. This is in contrast to programs with 






Backbone Support “Creating and managing collective impact requires a separate 
organization(s) with staff and a specific set of skills to serve as 
the backbone for the entire initiative and coordinate 
participating organizations and agencies” 
Common Agenda “All participants have a shared vision for change including a 
common understanding of the problem and a joint approach to 
solving it through agreed upon activities” 
Continuous 
Communication 
“Consistent and open communication is needed across the 
many players to build trust, assure mutual objectives, and 
create common motivation” 
Mutually Reinforcing 
Activities 
“Participant activities must be differentiated while still being 
coordinated through a mutually reinforcing plan of action” 
Shared Measurement “Collecting data and measuring results consistently across all 
participants ensures efforts remain aligned and participants 
hold each other accountable” (120) 
Table 2-3. Conditions of Collective Impact  
 
The goals of HiAP mirror those of Collective Impact. HiAP seeks to address 
highly complex problems, such as the SDOH, where solutions are unknown and multiple 
players are needed to brainstorm, adopt, and implement potential solutions; Collective 
Impact explicitly states that it seeks to address such issues with its framework (120). 
Instead of initiatives that focus on a solution forwarded by a single organization, what 
Kania and Kramer call “isolated impact”, (120)), both Collective Impact and HiAP 
recognize the need to include knowledge and resources from multiple organizations and 
sectors to solve complex problems. 
Collective Impact has been criticized by some scholars as being largely top-down, 
too simple, and not evaluated thoroughly (131). However, there is evidence of its 
effectiveness. In a study of sites in US and Canada that utilized Collective Impact, there 
was evidence that Collective Impact “contributed to the desired population change” 




the sole cause of the changes (131). 
The connection between the Collective Impact framework and HiAP has not gone 
unnoticed. For example, CDC lists a number of Collective Impact articles on its HiAP 
resources page (132), ASTHO’s HiAP guidance for state leaders connects Collective 
Impact tools to HiAP development (133), and an article on HiAP notes Collective 
Impact’s use and limitations (134).  
 
2.2.4 Application of Key Frameworks and Theories 
The Diffusion of Innovations theory and the Collective Impact framework were 
used to inform the creation of interview and focus group guides, and to deductively 
analyze qualitative data. Insights from the use of these theories guided the development 
of the adoption and implementation plans, and the toolkit.  
The Diffusion of Innovations theory was used in the out-of-state and in-state 
interview guides when asking questions regarding HiAP adoption. In the focus group 
guide, the theory was used within questions about motivation to join multi-sector 
initiatives. The theory was integrated by taking its five key components of adoption 
(relative advantage, compatibility, complexity, triability, and observability) and asking 
how they relate to existing or potential HiAP adoption or involvement (52,121). 
Additionally, stakeholder communications during the adoption phase was developed by 
tailoring messaging based on adopter category.  
 The Collective Impact framework was utilized in a similar manner to the 




guides. In the out-of-state interview guides, the five conditions of the framework were 
used when asking participants about factors related to successful or challenging aspects 
of HiAP adoption (120). For the in-state interviews and focus group guides, Collective 
Impact was applied when asking about prior or current collaboration efforts. The aim of 
this application was to apply the framework to HiAP and inform intervention activities in 
Delaware. See Appendices B through E for interview and focus group guides. 
 
2.3 Study Design and Methodology 
The study used a cross-sectional, mixed methods design to achieve its aims. 
Qualitative methods included document reviews, semi-structured key informant 
interviews, and focus groups. Quantitative methods included a questionnaire of focus 
group participants. Mixed methods were necessary to meet the study’s goals, provide 
different but complimentary information, and strengthen the study overall. Qualitative 
methods were critical because they captured wide-ranging thoughts, feelings, 
experiences, and perspectives regarding multisector collaboration that are not easily nor 
fully captured with quantitative data. Additionally, there is a dearth of research regarding 
HiAP in Delaware so the research was largely exploratory, and qualitative methods are 
valuable when undertaking exploratory research. The questionnaire (described below) 
was also important, as it provided baseline, concrete descriptive information about 
collaboration throughout the state. To synthesize the described data collection methods, 
the study triangulated data from the questionnaire, document review, interviews, and 




The study was reviewed and declared exempt by Boston University’s Institutional 
Review Board in November 2018. Appendix A provides an overview of the study 
methods, data sources, recruitment, and objectives. 
 
2.3.1 Data Collection and Sampling 
Document Review 
Document review took place alongside other data collection methods to provide a 
foundation of information on key elements and considerations of existing HiAP 
programs. The document review also explored Delaware’s context. Major works of grey 
literature were examined and included case studies and white papers on multi-sector 
efforts and HiAP. Table 2-4 provides an outline of the documents reviewed.  
Documents were reviewed from both international and national contexts. The 
distinction between contexts was made because international efforts typically have been 
in existence for longer than initiatives in the US and had more thorough 
recommendations to offer. At the same time, documents from the US were also important 
to review, as the US context differs from international contexts and were key to 
considering adoption in Delaware. More documents were reviewed from the US because 
the comparison to domestic contexts is more relevant to the current research. 
Documents were identified through searches on Google and PubMed and from 
reference lists of identified sources, and were informed by my prior knowledge. Search 




“international”, and “United States”, and “Delaware” added to “politics”, “economy”, 
“collaboration”, and “public health”.  
The document review focused on the identified grey literature to understand 
practical experiences with HiAP and on-the-ground findings. Peer reviewed literature has 
been thoroughly reviewed in the literature review in Chapter One. The document review 
focused on practical guidance related to HiAP and Delaware, while the literature review 
provides a broad picture of HiAP and Delaware overall. The findings from the literature 
review were synthesized with the document review analysis to inform the study results 




Author Title Notes Year of Publication 
Number 
of Pages 
International - HiAP 
South Australia and World 
Health Organization 
Progressing the Sustainable Development Goals 
through Health in All Policies 
Case Study 
Overviews 2017 193 
World Health Organization HiAP Training Manual Established Guidance 2015 250 
World Health Organization South Australian Health in All Policies Initiative Case Study 
In-Depth Case 
Study 2013 15 
  
National - HiAP 
US Government 
Accountability Office 
Implementation Approaches Used to Enhance 
Collaboration in Interagency Groups Federal 2014 53 
Association for State and 
Territorial Health Officials State of HiAP State 2018 50 
Rudolph, Caplan, Ben-
Moshe & Dillon 
Health in All Policies: A Guide for State and 
Local Governments State/Local 2013 164 
National Association of 
County and City Health 
Officials 
HiAP Experiences from Local Health 
Departments Local 2017 56 
   
Delaware Context 
Delaware Department of 
Labor Delaware Annual Economic Report 2017 Economic Focus 2018 56 




Author Title Notes Year of Publication 
Number 
of Pages 
Delaware Department of 
Health and Social Services Delaware State Health Needs Assessment 2017 Health Focus 2017 265 
University of Wisconsin 
Population Health Institute 2018 County Health Rankings Report Delaware Health Focus 2018 16 
   
Delaware Collaboration 
Knight EK Development of a Delaware Health in All Policies Collaborative 
Plans for 
Collaboration 2016 9 
CDC Community Advisory 
Council 
Accelerating Youth Violence Prevention and 
Positive Development A Call to Action  
Existing 
Collaboration 2017 51 
Delaware Plan4Health 
Guidance for Incorporating Health into Kent 
County’s Comprehensive Plan Prepared by 
Planning4Health Solutions, October 2017 
Existing 
Collaboration 2017 60 






Key Informant Interviews 
Key informant interviews were conducted with out-of-state HiAP subject matter 
experts and in-state public health and collaboration stakeholders. Interviews were audio 
recorded and then transcribed by trained research assistants.  
The purpose of the semi-structured out-of-state interviews was to provide an 
overview of key elements and considerations of existing HiAP programs and build on 
what was learned during the document review. Information from the out-of-state 
interviews was explored alongside the document review findings. Out-of-state interviews, 
used in conjunction with the document review, took place until saturation was reached.  
Out-of-state interviewees were identified using purposive and snowball sampling, 
based on my prior knowledge and connections (e.g. monthly HiAP calls convened by the 
ASTHO). Use of purposive sampling for out-of-state interviews allowed for the targeted 
information to be obtained efficiently, with respect to time and available resources. 
Individuals were recruited from international and national HiAP efforts, with a higher 
number of domestic individuals interviewed, as their contexts are more directly 
comparable to Delaware. The interviews took place via Skype and phone. See Table 2-5 
for an overview of the locations of interviewees and the purpose for inclusion. Appendix 
A provides inclusion and exclusion criteria for out-of-state interviewees along with its 






Canada Broad overview, frequent HiAP author and researcher 
Finland  Mature HiAP development, WHO report authors 
South Australia  Mature HiAP development, WHO report authors 
    
National 
ASTHO  Federal (overview of all states) 
NACCHO Federal (overview of US localities) 
Pew Charitable Trusts Federal (overview of US efforts broadly) 
Vermont  State 
California  State 
Madera County California  Local 
King County Washington  Local 
Table 2-5. Out-of-State Key Informant Interviews 
Semi-structured key informant interviews with Delaware public health and 
collaboration stakeholders were also conducted using purposive and snowball sampling. I 
have established connections with stakeholders in Delaware through prior work and 
research done in the state, which were leveraged to identify interviewees through 
purposive sampling. The identified interviewees provided in-depth information regarding 
Delaware’s public health and collaboration context, and identified facilitators and barriers 
to HiAP adoption and implementation. Four key informant groups represented the 
relevant interviewee categories: Delaware Department of Health and Social Services, 
collaborative bodies (such as coalitions), private health-related organizations (such as 
private hospitals), and policymakers.  
Four to six stakeholders were interviewed from each of the four stakeholder 
groups. Delaware interviews took place until saturation was reached and occurred in-
person, via Skype, or phone. See Table 2-6 for an overview of identified organizations. 




interviews, verbal consent was obtained. 
In-State Interviews 
Delaware Department of Health and Social Services 
Two High-Level Officials, Division of Public Health 
Division of Public Health - Health Equity Office 
High-Level Official, Department of Health and Social Services 
Office of Women’s Health, Division of Public Health  
Center for Family Health Research and Epidemiology            
  
Private Health-Related Organizations 
Partnerships for Healthy Communities, University of Delaware 
Christiana Care Health System 
Nemours Health 
Delaware Public Health Association 
  
Collaborative Bodies 
CDC Community Advisory Council 
Family Cabinet Council 
Plan4Health 
Sussex County Health Promotion Coalition 
Healthy Communities Delaware 
  
Policymakers 
High-Level Elected Official (Democrat) 
State Senator (Democrat) 
Three State Representatives (one Democrat, two Republicans) 
Table 2-6. In-State Key Informant Interviews 
 
Focus Groups 
Focus groups were conducted with leaders beyond the public health sector in 
Delaware. The purpose of the focus groups was to identify multi-sector views on HiAP 
and collaboration, and explore facilitators and barriers to HiAP involvement. Participants 
outside of public health were recruited from the public sector, private sector, and 




Eight focus groups were held — six in-person and two online. In-person focus 
groups were held in four locations throughout the state in order to hear perspectives from 
individuals statewide. Two focus groups were held in Wilmington (New Castle County), 
one in Newark (New Castle County), two in Dover (Kent County), and one in 
Georgetown (Sussex County). The online focus groups were conducted using Zoom. 
Saturation was reached after the final two focus groups, which aligns with literature that 
finds 90% of themes are discoverable within six focus groups (135).  
Recruitment aimed to have a minimum of five and maximum of 12 participants 
per focus group, as recommended by the literature (136). Participants were identified 
through online searches and personal connections and then were recruited via email. 
Eighty-one potential participants were reached out to, with 44 positive and negative 
responses. Follow-up emails were sent to those who did not respond. At the time of the 
in-person focus groups, at least four people per focus group stated they would attend. 
However, several participants did not attend, leading to in-person focus groups ranging 
from two to five people. Due to lower than expected attendance for the in-person focus 
groups, two additional focus groups were held virtually, as described above. Four people 
attended one virtual focus group and six attended the other. Further, one person 
participated via a one-on-one phone call, due to a disability preventing participation 
through the other offered formats. Thirty individuals participated in the focus groups 
overall. Focus groups were audio recorded and then transcribed by research assistants.  
Recruitment for focus group participants used purposive sampling, followed by 




employer and position and, asked those who responded to voluntarily identify another 
one or two individuals from their sector or organization to participate. Participants 
recruited through snowball sampling were reviewed to ensure they meet the inclusion and 
exclusion criteria (see Appendix A). Recruitment targeted individuals from across all 
three counties. Recruitment efforts engaged a wide variety of sectors for each focus 
group. Twelve sectors were represented in the focus group, ranging from education to 
environment to labor (see Table 2-7 below). While having participants from multiple 
sectors may have proved challenging in a focus group setting due to the different jargon 
of each sector, the focus group discussion guide included language that helped to avoid 
this issue (Appendix D) and I asked for all jargon used during focus groups to be 
clarified. Verbal consent was obtained for focus group participation. See Appendix A 
inclusion and exclusion criteria. 
 
Sector Number of Participants 
Agriculture 2 
Arts 1 
Criminal Justice 2 
Education 6 
Environment 4 
Finance and Business 4 
Housing 1 
Labor 2 
Local Administration 3 
Planning 1 
Social Services 2 
Transportation 2 
Total 30 






The quantitative methods for this study included a questionnaire to collect 
relevant demographics and identify baseline information about collaboration across 
Delaware, specifically regarding its strengths and weaknesses. The questionnaire was 
distributed to focus group participants. The validated tool that was used was the Wilder 
Collaboration Factors Inventory, developed by Mattessich, Monsey, and Murray-Close 
(See Appendix E for the added demographic questions) (137). This tool assesses 
collaboration based on 22 factors that are grouped into six categories (environment, 
member characteristics, process and structure, communication, purpose, and resources), 
that impact collaboration (137). The tool was developed based on an extensive literature 
review and has been used to evaluate collaborative efforts in public health (62,138–140). 
Evaluations of the tool support its use, while recommending that the tool continue to be 
evaluated and improved upon (141).  
This validated tool asks participants to respond to 44 statements (approximately 
two related to each of the 22 collaboration factors) on a Likert scale. Each statement is 
designed to be clear, concise, and approachable to professionals at all levels. Results are 
compiled to identify strengths of collaboration, areas of concern, and weaknesses, which 
can then be used to improve collaborative efforts (137). Measurement using the tool can 
be repeated over time, which provides opportunities for ongoing monitoring and 
evaluation. 
It does not appear that other studies have used the Wilder Collaboration Factors 




exist which mention the utility of the tool and HiAP separately, but no clear connection 
between the tool and HiAP have been observed in the literature (142–144). 
The 44-question tool took participants approximately 15 minutes to complete and 
they answered questions based on a collaborative effort they were currently involved in 
within Delaware. The validated tool did not need to be adapted for use in this study.  
 
2.3.2 Data Analysis  
Data analysis began during document review and fieldwork, and continued 
throughout. I collected all qualitative and quantitative data. Recordings of the qualitative 
data were provided to trained research assistants (Boston University undergraduate and 
graduate students) who transcribed all data, which I periodically checked and verified. 
The research assistants also entered questionnaire responses into Excel. I managed the 
qualitative data (including document review) using NVivo 12.0. Quantitative data was 
managed in Excel, which was used to generate descriptive statistics. 
The analytic strategy for qualitative data was thematic analysis, which emphasizes 
the content of qualitative data and is used to identify and compare themes across data 
sources. Thematic analysis is often used with archival documents and when using prior 
theory (both of which apply to the current study) to inform findings (145). Simultaneous 
coding was utilized as needed (146).  
Analysis began with inductive coding to allow themes to emerge naturally while 
being placed within conceptual frameworks to organize the codes. Shankardass’ 




implementation), alongside Gase’s strategies for HiAP implementation, provided the 
structure within which codes were derived inductively. The frameworks provided the 
parent codes and the child codes emerged from the data. I completed the inductive 
coding. 
The next phase of the analysis used deductive coding with the Diffusion of 
Innovations theory and the Collective Impact framework. I worked with one Masters-
level, trained research assistant to complete deductive coding. Thirty-two percent of the 
data was coded jointly, with several meetings throughout the process to check and 
improve inter-rater reliability. The Kappa co-efficient, demonstrating sufficient inter-rate 
reliability was 0.65 (16).  
Themes, including patterns and relationships, identified through the coding 
process informed the findings. I wrote memos during both inductive and deductive 
coding to highlight themes. Triangulation of methods was used to check the internal 
validity of each data source. Findings from document review, out-of-state interviews, in-
state interviews, focus groups, and quantitative data were compared. 
For the document review specifically, I skimmed the document first to understand 
its purpose and flow. Then I read through the document in detail and inductively 
identified key codes throughout. The codes were later deductively coded.  
Analysis of the quantitative results was done in line with the third edition of 
“Collaboration: What Makes it Work, A Review of Research Literature on Factors 
Influencing Successful Collaboration”, which developed the questionnaire (137). Data 




questions), identifying where on the Likert scale the average respondent fell, and 
considering how this score relates to the context. Authors of the questionnaire outline the 
following interpretation of results: averages of 4.0 and higher identify a strength; 3.0 - 3.9 
identify a borderline category that should be discussed; and 2.9 or lower identify an area 
of concern to address (137).  
 
2.4 Methodology Rationale and Limitations 
The methods were necessary to achieve the aims of the study. A comprehensive 
examination of HiAP and Delaware’s context was critical to building a HiAP toolkit for 
Delaware. By gathering data from international and national subject matter experts and 
significant HiAP documents, best practices were identified. Interviews with professionals 
in Delaware and a document review of in-state reports led to obtaining relevant, context-
driven information on how to adopt best practices. Focus groups and the related 
questionnaire provided baseline information on collaboration throughout the state, multi-
sector views on HiAP, and facilitators and barriers to potential HiAP involvement.  
The peer-reviewed and grey literature regarding HiAP adoption and 
implementation consistently supports the use of the research methods. Qualitative 
methods are used more often than quantitative methods and tend to be in the form of case 
studies or literature reviews (21,77,82,147–149). Quantitative methods are typically 
descriptive (e.g. number of involved stakeholders) (21,22). The study followed the 
established methods and applied them to a new context – the state of Delaware. 
Several limitations to the methods exist. First, the questionnaire asked participants 




about a variety of collaborations. While not ideal, the validated questionnaire provided 
general baseline information regarding collaboration statewide, instead of information 
specific to one collaborative body. The data collected were still comparable because the 
aim of the data was to find wide-ranging strengths and weaknesses of collaboration 
across sectors to inform the creation of HiAP.  
Further, the Wilder Collaboration Factors Inventory was self-administered, which 
may have led to response bias where the respondent aims to project a better image of 
themselves or their work than truly exists (150). Similarly, focus group participants may 
be susceptible to social desirability bias, adjusting their responses, recognizing other 
members of the group are listening (151). To address both issues, data were triangulated 
from the document review, interviews, focus groups, and questionnaires.  
Next, there is a limitation regarding objectivity and the potential impact the 
researcher had in qualitative data analysis, due to prior knowledge of HiAP and the 
context. To limit bias, I was reflexive throughout data collection and analysis about the 
role I played in the process and how preconceived notions and assumptions may have 
biased the results. An additional limitation was the expedited timeframe of the study. The 
short period of time planned for data collection and analysis may have limited who 
participated in the data collection process. This was planned for by reaching out to a 
wide-range of potential interviewees and focus group participants as soon as the IRB was 
approved. Momentum built from the study’s short timeframe will ideally aid in 
strengthening the political will necessary to advance HiAP, which can be leveraged to 





3.1 Abstract  
Context 
Health is influenced by a broad range of social, economic, and environmental 
factors beyond the typical remit of professional public health. It is therefore increasingly 
recognized that multiple sectors need to be engaged in efforts to improve population 
health. Health in All Policies (HiAP) is an approach to systematically consider health 
throughout cross-sector policies and programs.  
Using Delaware as a model state where HiAP could be implemented 
comprehensively, this research examined existing HiAP programs globally and the 
current context in Delaware to provide a foundation for adapting HiAP to the exemplar 
state. This study offers insights into HiAP operationalization, which can be used by 
researchers and practitioners around the world.  
Methods  
We used document review, key informant interviews, focus groups, and a 
questionnaire to carry out study aims. Thematic analysis was used to analyze qualitative 
data and descriptive statistics were generated to examine questionnaire data. Intervention 
Mapping, a framework for program design, implementation and evaluation, provided the 
study’s guiding structure. 
Findings 
Three key findings emerged: 1) HiAP practitioners do not adequately use strategic 




influenced by the degree of institutional power held by the lead organization and cross-
sector partners; and 3) practitioners do not fully recognize the importance of being 
adaptable throughout HiAP implementation, which hinders sustainability. The study also 
synthesized best practices from the field and identified Delaware’s relevant contextual 
factors.  
Conclusions 
Scholars need to refine the essential elements of HiAP to add: 1) strategic 
communications across sectors and 2) flexibility throughout HiAP implementation. 
Practitioners and researchers seeking to advance HiAP should use contextual factors and 
Intervention Mapping to systematically create a theory-based, practical approach with 
measurable objectives. Future research should further examine strategic communications 
and institutional power in HiAP.  
 
Policy Points 
• Health in All Policies (HiAP) practitioners should utilize strategic 
communications when engaging external stakeholders. 
• HiAP efforts should systematically integrate flexibility and communications into 
practice. 
• The Intervention Mapping framework can be successfully applied to HiAP to 
create a theory-based, practical approach with measurable and evaluable 
objectives. HiAP is complex and the field will benefit from having a step-by-step 




3.2 Background  
Health is influenced by a range of factors. Education, transportation, employment, 
safety, social support, and the environment are well recognized to influence population 
health (1,2). For example, active transportation is associated with a lower risk of obesity 
(3) and unstable housing is linked to increased stress and depression (4). While healthcare 
can manage chronic illnesses and cure diseases, healthcare alone does not generate health 
(14).  
It is therefore increasingly recognized that engaging multiple sectors in efforts to 
improve population health is a critical aspect of generating health (18). Health in All 
Policies (HiAP) is an approach to addressing the social determinants of health (SDOH) 
through the systematic integration of health and equity concerns into cross-sector 
decision-making (22). Rudolph et al. identified five key elements of HiAP: 1) promoting 
health, equity, and sustainability; 2) supporting inter-sectoral collaboration; 3) benefiting 
multiple partners; 4) engaging stakeholders; and 5) creating structural or procedural 
change (22). HiAP targets inequities and can be shaped to meet a community’s needs 
(22,33). 
HiAP is a long-term, dynamic, and systems-level approach. Evaluations of 
existing HiAP efforts show it can positively affect health and equity by leading to process 
improvements – a critical foundation for change. For example, California’s HiAP 
initiative led to more multi-sector collaboration and increased capacity across 
government agencies (21).  




sector policies and programs can have on public health, which is a key aspect of HiAP. 
Studies of housing, employment, and economic policies, among others, have 
demonstrated that policies outside the health sector affect health (83,84). The evidence 
base for HiAP itself is still emerging; however, the evidence for a key element of HiAP – 
improving population health through cross-sector work – is strong. HiAP is considered 
by the World Health Organization (WHO) and Centers for Disease Control and 
Prevention (CDC), among others, to be a meaningful strategy to improve public health 
because it helps achieve health and sustainability goals, increases accountability of 
policymakers, and emphasizes the effects of policies and programs on community health 
(21,85–87,152). 
HiAP has been adopted intermittently by local, state, and national governments 
across the US and the world (21). Uptake of HiAP is inconsistent but has increased over 
the last two decades: international examples of HiAP include Finland, Thailand, and 
South Australia and domestic examples include California, Maryland, and Vermont 
(21,22,33,46,47). Whether or not HiAP will be adopted and how it will be implemented 
depends largely on the cultural, political, and economic context (48).  
It would be instructive to learn from one particular American state to understand 
how HiAP can be adopted and implemented. The state of Delaware provides an 
informative example for four key reasons. First, Delaware has not adopted a 
comprehensive HiAP approach to date, which provides the opportunity to build a new 
initiative based on theory and context. Next, state public health leaders are interested in 




Delaware State Health Needs Assessment recommends implementing HiAP (106) and 
leaders have attempted to begin this work previously, though not in a comprehensive or 
sustained way (53). Third, the state’s small geographic (1,982 square miles – 49th in the 
nation (153)) and population size (less than a million people (93)) allow it to act as a 
small-scale model of how other jurisdictions could approach HiAP adoption and 
implementation. No two jurisdictions will adopt and implement HiAP in the same way 
but the key aspects of HiAP and frameworks for adapting and operationalizing it can be 
used across contexts. Finally, working in this small state allows researchers to more 
easily connect with high-level stakeholders and identify contextual factors, which 
provided a critical foundation to the study. This study uses Delaware as an exemplar to 
provide lessons to other jurisdictions. 
 
3.2.1 Project Purpose and Study Aims 
The current study examined how a HiAP approach can be adopted and 
implemented in Delaware. To asses this, the study’s aims were to: 1) identify and 
examine existing HiAP programs, internationally and nationally; 2) examine the current 
context in Delaware; and 3) develop a program toolkit for Delaware leaders to implement 
a statewide HiAP program. This paper focuses on Aims One and Two, while Aim Three 
is discussed extensively in other works. This study offers insights into HiAP 
operationalization, using an example, which can be utilized by researchers and 





3.3 Methods  
The study used a cross-sectional design to achieve its aims. Methods included 
document review, key informant interviews, focus groups, and a questionnaire. The 
Intervention Mapping framework provided the study’s guiding structure (75). 
Shankardass’ contextual factors for HiAP adoption and implementation were used to 
examine Delaware’s context (48). The study was approved as an exempt study by the 
Boston University Institutional Review Board. 
 
Document Review 
Document review examined HiAP practices and Delaware’s context. Inclusion 
criteria for the document review was that the documents were in English, from grey 
literature of any publication date, and on the topics of HiAP or Delaware. The review 
focused on grey literature to understand practical experiences with HiAP and Delaware’s 
context.  
Documents were identified through searches on Google and from reference lists 
of identified sources, and were informed by the researcher’s prior knowledge. Search 
terms include “Health in All Policies” added to “adoption”, “implementation”, 
“international”, and “United States”, and “Delaware” added to “politics”, “economy”, 
“collaboration”, and “public health”. 
Seven documents, from international and national contexts, were reviewed to 
provide information on key elements and considerations of existing HiAP programs, 




collaboration in Delaware. Documents were reviewed until saturation was reached. 
 
Key Informant Interviews 
Semi-structured key informant interviews were conducted with HiAP experts and 
Delaware stakeholders. Inclusion criteria for interviews with HiAP experts included those 
who: spoke English; were directly involved in HiAP work, internationally or nationally; 
and were available during the study. The inclusion criteria for Delaware interviewees was 
that they: spoke English; worked primarily in Delaware in public health, a collaborative 
body, or as a legislator or high-level elected official; and were available in the study 
timeframe. 
Interviewees were recruited using purposive and snowball sampling. Interviewees 
were contacted based on their positions, level of experience, the researcher’s prior 
knowledge, and recommendations from other interviewees. Interviews were conducted 
over the phone, via Skype, or in person. 
Ten HiAP subject matter experts and practitioners outside of Delaware were 
interviewed to provide an overview of key elements and considerations of existing HiAP 
programs and build on what was learned during the document review. Twenty Delaware 
key informants provided in-depth information regarding the state’s public health and 
collaboration context, and identified facilitators and barriers to HiAP adoption and 





Focus Groups  
Focus groups concentrated on individuals working across sectors in Delaware. 
Inclusion criteria for focus group participants were that they were working primarily in 
the state in any field outside of public health, available in the study timeframe, and spoke 
English. Participants came from the public and private sectors across a variety of 
disciplines.  
Participants were recruited using purposive and snowball sampling. Participants 
were contacted based on Google searches of organizations and their staff, the researcher’s 
prior knowledge, and recommendations from participants and interviewees.  Eight focus 
groups were held, in person (six) and virtually (two), via Zoom. Focus groups were 




All focus group participants were asked to complete a questionnaire which 
included demographic questions and the validated Wilder Collaboration Factors 
Inventory developed by Mattessich, Monsey, and Murray-Close. The Inventory assesses 
collaboration based on 22 factors (see Appendix F) and participants responded using a 
Likert scale of one (strongly disagree) to five (strongly agree) (137). The tool was used to 
examine the state of cross-sector collaboration in Delaware and to support or refute 





3.3.1 Data Analysis 
Interviews and focus group conversations were recorded and transcribed, and 
were managed using NVivo 12.0. Inductive coding was used to allow themes to emerge 
throughout the analytical process and deductive coding was used to examine the findings 
in relation to relevant theories. Themes, including patterns and relationships, were 
identified throughout the coding process. Deductive coding was conducted by two study 
team members with substantial inter-rater reliability (Cohen’s kappa co-efficient of 0.65) 
(16). Results of the questionnaire were analyzed according to the recommendations of the 
Inventory’s authors by using Excel to generate descriptive statistics (137). 
 
3.3.2 Theoretical Frameworks 
Shankardass’ contextual factors for HiAP adoption and implementation were used 
as a framework to study Delaware’s context (48). Shankardass’ factors provided a 
structure to systematically consider the different contextual elements that may impact 
HiAP (see Tables 3-2 and 3-3).  
Bartholomew Eldredge et al.’s Intervention Mapping approach was applied to the 
findings of the study in order to develop a HiAP approach for Delaware (75). 
Intervention Mapping is valuable because it provides a guide to make thorough, theory-
based decisions across  six intervention development steps (117). This framework 
integrates theory (including, for this study, the Diffusion of Innovations theory and 
Collective Impact framework (51,120)), existing literature, and data, and utilizes this 




the framework were used to systematically adapt HiAP to fit Delaware’s context (see 
Appendix G for the six steps and how they were applied in this study). The resulting 
intervention was designed with observable and measurable goals, providing a strong 
foundation for evaluation (117). 
 
3.4 Results  
3.4.1 Aim One Key Findings: HiAP Practices 
Three key findings emerged from the analysis of HiAP adoption and 
implementation around the world and are described further below: 1) HiAP practitioners 
do not adequately use strategic communications to increase buy-in across sectors; 2) the 
scope and reach of HiAP is influenced by the degree of institutional power held by the 
lead organization and cross-sector partners; and 3) practitioners do not fully recognize the 
importance of being adaptable throughout HiAP implementation, which hinders 
sustainability. This study also confirmed and synthesized HiAP best practices.  
 
Communications 
Interviews and the document review of HiAP efforts around the world reveal that 
HiAP practitioners do not adequately utilize strategic communications when engaging 
external stakeholders. External stakeholders include potential HiAP partners across 
sectors and the community broadly. 
Effective communications among external stakeholders is critical for generating a 




that probably our biggest challenge is providing information to people, and training, so 
they understand [our work]. […] We found that we put in significant time and energy, 
spending time with our partners to kind of bring them to a place that they really 
understand the approach and what it is that we’re doing and why”.  
Additionally, communications are important to promote co-benefits (how each 
partner in HiAP benefits from the collaboration) with potential partners. South Australia 
and the WHO’s “Progressing the Sustainable Development Goals through Health in All 
Policies: Case Studies from Around the World” explained that, “many ‘first generation’ 
HiAP initiatives experienced a long gestation period during which much of the work was 
to convince other actors of the co-benefits of working together” (21). These examples 
illustrate that communications are needed to advance HiAP. Further illustrations include 
how communications can help regularly disseminate information about observable 
outcomes and how using intentional messaging can reduce the complexity of the 
approach.  
Practitioners generally recognize the importance of communications and may 
convene meetings with cross-sector partners, hold trainings, or develop materials in order 
to advance the approach. For instance, Vermont’s HiAP initiative developed an 
infographic of the state’s health and equity framework to use in communications with 
cross-sector partners (154). California’s HiAP effort increased the number of public 
reports it produced to more frequently communicate with stakeholders (21). HiAP 
communications tend to occur sporadically, without a specific plan or strategy.  




components of HiAP, few reports of the approach’s practice discuss communications and 
those that do lack comprehensive information on strategically using communications with 
external stakeholders to advance efforts. “Health in All Policies: A Guide for State and 
Local Practitioners”, created by the Public Health Institute, the California Department of 
Public Health, and the American Public Health Association, includes a chapter on 
messaging (22). Further, several HiAP initiatives have developed communications and 
messaging tools, such as a HiAP effort in Wales that plans to create tailored 
communications to different audiences (21). The findings suggest that practitioners do 
not use comprehensive, strategic communications (such as those developed through 




The concept of power was not initially included during inductive coding; 
however, it became clear that power is central to HiAP. HiAP is an inherently political 
process that involves reallocation of resources, numerous stakeholders, and changing 
priorities. The political science literature defines power as “the ability to influence others 
to believe, behave, or to value as those in power desire them to” (155). Legal authority is 
only one aspect of power, as organizations must be perceived to have the resources and 
credibility to act (156). 
Institutional power within HiAP reflects: 1) the need for institutions with 




support the approach. One high-level HiAP practitioner working in a centralized 
government office stated, “[being] part of the executive’s office means that we are very 
much close to the senior leadership team and leadership of the county. So, it adds a lot of 
power and ability to leverage the key leaders in the county in support of this effort. I 
think it's quite important and helpful that we're within the executive’s office”. HiAP 
practitioners within influential institutions can leverage the related power to move their 
efforts forward.  
Interviews and the document review also indicated that cross-sector institutions 
outside of public health can bring their own power to HiAP. As HiAP’s goal is to 
consider health and equity across sectors, institutions from those sectors should be 
involved and use their influence to advance HiAP. For example, leaders from the 
Association of State and Territorial Health Officials wrote that: “…using HiAP tools can 
help health agencies build relationships with key stakeholders that have the power to 
influence the social determinants of health” (33). Public health alone does not have the 
power to address the SDOH and the influence of other sectors is needed to make a 
significant impact on health and equity.  
The state of California provides a compelling example of the importance of 
institutional power in HIAP. California’s HiAP effort has been led for almost a decade by 
a cabinet-level task force, the Strategic Growth Council. The Council pre-dates HiAP and 
has influence through the participation of high-level government officials (21,22). The 
cabinet-level body provided needed visibility, credibility, and influence to the initiative. 




built partnerships with those in power across sectors. Once cross-sector leaders 
recognized HiAP’s value they, in turn, promoted it to others, further strengthening the 
effort (22).  The institutional power, or lack thereof, of lead HiAP organizations and 
cross-sector partners has an influence on how successful HiAP efforts will be. 
 
Flexibility 
An important, if under-recognized, HiAP practice is being flexible in how the 
approach is carried out, in order to meet goals and be sustained. Flexibility can include 
modifying the tactics used to achieve aims, such as focusing on educational efforts rather 
than changing decision-making structures. It is important to plan to be adaptable from the 
beginning of HiAP efforts, so changes are anticipated and can be made smoothly. One 
document includes the following suggestion to HiAP practitioners: “Prepare for the 
unexpected. Investing the time to prepare for unknown future circumstances is important 
for success in HiAP” (47). 
Key informants shared that by being flexible throughout the approach, HiAP and 
its underlying principles can be adapted to fit current priorities. One interviewee said it 
was important in their HiAP work that they were “being really clear about the vision and 
using whatever vehicle was available”. This quote acknowledges that an aspect of 
flexibility includes clearly identifying HiAP goals and feasible avenues to achieve those 
goals. For example, HiAP efforts may live within efforts to promote environmental 
sustainability, active transportation, or general wellness (21,22,33). The interviews and 




sustainably, health and equity need to be integrated into decision-making in ways that 
best reflect the context at any given time. The importance of flexibility is noted across 
interviews and the document review but is not often recognized as essential to HiAP’s 
success. 
 
Overall HiAP Best Practices 
HiAP best practices were identified during the document review and interviews, 
and were synthesized into a succinct list to inform future HiAP efforts (see Table 3-1). 
The key results, discussed above, represent new findings from this study, while this list 
brings together recognized best practices. Eleven best practices for HiAP overall were 
found, including: achieving short-term wins to build credibility, engaging community to 
combine bottom-up and top-down approaches, and securing adequate staff and funding to 
carry out work. It is also important to evaluate HiAP efforts, promote a shared 
understanding of the SDOH and equity, and continuously build relationships across 
sectors. Of note, flexibility is a known best practice, but the above finding highlights its 
role as essential to HiAP success. 
While not every HiAP initiative may need to use all eleven best practices to meet 
their goals, key informant interviews and the document review suggest it is likely that 
adopting more best practices increases the likelihood that a HiAP effort will advance its 
mission and be sustained. For instance, South Australia’s HiAP logic model highlights 
each of the listed best practices except for engaging community and achieving short-term 




decade and demonstrated outcomes such as an increasing policymaker’s understanding of 
their effect on health and passing policies that are expected to improve health (21).   
 
Best Practice Overview 
Achieve Short-
Term Wins 
Early wins are important to build trust and credibility with 
stakeholders. 
Adapt to Context 
HiAP approaches are flexible to meet the needs of any context. All 
HiAP approaches must consider how to adopt and implement HiAP 
based on context. 
Be Flexible 
As contexts change, HiAP needs to change with them. HiAP 
approaches need to be ready to pursue new windows of opportunity. 
This is critical for sustainability. 
Build 
Relationships 
Relationships across sectors are the foundation of HiAP. Relationship 
building needs to take place throughout the intervention and be 
allocated significant time. 
Communicate 
Co-benefits 
Co-benefits (the positive outcomes of HiAP that will benefit each 
partner) need to be clearly and consistently communicated to 
stakeholders. Health cannot be seen as the sole driver of the approach.  
Engage 
Community 
Integrate the voice of community into HiAP to combine both bottom-
up and top-down approaches. 
Evaluate 
HiAP outcomes need to be measured to make consistent 
improvements and to show observable outcomes to stakeholders. 
Evaluations are an ongoing challenge for HiAP. 
Identify 
Champions 
Champions, both administrative and political, need to provide vocal 
support in order get significant buy-in and secure resources. 
Promote Shared 
Understanding 
Stakeholders need to understand the SDOH and equity in order to be 
motivated to be involved in HiAP. 
Secure Resources Adequate staffing and financing are necessary to advance HiAP. This is consistently a challenge. 
Use formal and 
informal 
approaches 
Many HiAP initiatives aim to have a formal structure in place (e.g. 
legislation), even if there is low stakeholder buy-in and few results. A 
combination of formal and informal approaches is strongest. 
Table 3-7. HiAP Best Practices 
3.4.2 Aim Two Key Findings: Delaware’s Context 
The following section describes contextual factors for HiAP adoption and 




HiAP perceptions in the state. Examining context, using a theoretical framework, in one 
exemplar state provides guidance to other jurisdictions on how to identify factors that 
affect their area’s HiAP approach. 
 
Contextual Factors for Adoption 
A number of components are important to consider for HiAP adoption — when 
stakeholders decide to move the approach forward — to occur in Delaware, as displayed 
in Table 3-2. Shankardass outlines five contextual factors of HiAP adoption: 1) cultural, 
political, and economic; 2) international influences; 3) policy problems; 4) prior 
experience; and 5) ideology of health (48). Each factor was applied to Delaware. 
Delaware has several elements that suggest it is prepared to adopt HiAP. For 
example, respondents consistently used the phrase the “Delaware Way” – working 
together to achieve goals beneficial to the state. This sentiment is expressed as a point of 
pride in the state, showing that collaboration is part of its culture. One leader in the 
private sector stated, “I think that given the fact that we have this thing called the 
Delaware Way which is getting things done in a collaborative fashion and, broadly 
speaking, a consensus-driven fashion, I think is really important. […] I couldn’t see our 
work getting done without collaboration”. While many noted that there are ways to 
improve collaboration, the willingness to work together is seen as imperative to the 











• Small state as point of pride 
• Close relationships 
• Collaboration highly valued 
• Distinct identities of each of the three counties 
• Individualistic political culture  
• Centralized government 
• Resistant to regulation 
• Moderate political will for HiAP 
• Significant role of private organizations in statewide work 
• Highly business friendly 
• Limited available resources for collaborative efforts 
International 
influences 
• International efforts do not have a direct or significant impact on 
Delaware’s HiAP adoption  
• Domestic HiAP adoption does influence practitioners and may spur 




• Addressing the SDOH 
o Education 
o Employment 
• Chronic disease 
• Maternal and child health 
• Substance use 
• Mental health 
Prior 
experience 
• Delaware has extensive experience with collaboration 
• Cross-sector collaboration has been increasing in recent years 
• A number of small initiatives related to HiAP have been carried out 
• Public health practitioners are highly supportive of HiAP 
• Practitioners outside of public health are unaware of HiAP 
Ideology of 
health 
• Public health practitioners are generally aware of the SDOH and 
equity 
• The majority of practitioners in other sectors are unfamiliar with the 
SDOH and equity  
* Adapted from Shankardass et al. (48) 
Table 3-2. Contextual Factors Influencing HiAP Adoption in Delaware  
A questionnaire, the Wilder Collaboration Factors Inventory, was given to focus 
group participants as a validation check on the responses provided during the group 




questionnaire – an 83% response rate. The results of the questionnaire are largely 
consistent with the findings from the focus groups, as well as the Delaware interviews 
and document review. Importantly, the questionnaire data highlight the lack of “sufficient 
funds, staff, materials, and time” as a key collaboration issue in the state, as it was the 
lowest scoring factor (3.2 out of 5). Securing all necessary resources is a vital 
consideration in HiAP efforts. See Appendix H for a summary of findings. 
 
Contextual Factors for Implementation 
Contextual factors for implementation – how HiAP will be carried out – were also 
identified and applied to Delaware (see Table 3-4). Shankardass’ factors for 
implementation are: 1) political prioritization of HiAP, 2) formal processes to enforce 
HiAP; 3) available resources for needed costs; 4) capacity building activities (48). 
Several identified elements have important implications for Delaware’s practical 
application of HiAP. For example, several high-level public health practitioners in 
Delaware are HiAP champions – they believe the approach is important and want 
Delaware to adopt it, and are well-positioned to advance such efforts. Such leaders can be 
engaged early in the process to increase the prioritization of HiAP among key 
stakeholders. Additionally, Delaware has no formal processes in place to implement or 
enforce HiAP, such as an executive order to convene a multi-sector task force or 
legislation requiring a review of the health impacts of policies. This reflects the political 
context, which is resistant to regulation and incremental in nature (95).  




indicate that Delaware’s public health practitioners have the necessary capacity to move 
HiAP forward. Practitioners have knowledge of the SDOH, equity, and HiAP. For 
example, the state public health workforce has participated in trainings on those topics 
and Delaware’s leaders created a guide for health equity in the state (112). Additionally, 
public health organizations frequently hold educational forums and community events, 
and convene collaborative efforts, each of which is important to implementing HiAP. 
Practitioners have experience working in a number of cross-sector efforts, such as 
Plan4Health, where public health employees worked with planners to integrate health 
into planning efforts (53).  




• No current political prioritization of HiAP 
• Several high-level public health practitioners are HiAP 
champions 
Formal processes to 
enforce HiAP 
• No formal processes in place to enforce HiAP 
• Several opportunities to add a formal HiAP structure  
o New statewide initiative to support community-based 
health promotion 
o Cabinet-level council to address wide-ranging, cross-
sector issues relevant to Delaware’s families   
o Equity Impact Review Tool  
Available resources 
for needed costs 
• Limited financial and staffing resources available  
o New initiative provides potential funding option 
Capacity building 
activities 
• Prior capacity building activities have taken place, with 
limited success 
• State has expertise to develop and implement necessary 
capacity building activities for cross-sector partners 
* Adapted from Shankardass et al. (48) 
Table 3-3. Contextual Factors Influencing HiAP Implementation in Delaware 
HiAP Perceptions in Delaware  
In addition to examining contextual factors, interviewees and focus group 




responses was found. Public and private health practitioners, as well as a researcher, were 
largely supportive of HiAP and wanted to see it move forward. However, besides which 
organization should be the lead entity, there was no consensus on how to advance HiAP 
in Delaware.  
Ideas for implementing HiAP ranged from an executive order to small, 
incremental projects to a HiAP Collaborative. Practitioners expressed interest in both top-
down and bottom-up approaches. For example, some thought a mandate or executive 
order would best advance HiAP while others did not believe policymakers were 
interested in doing so. Further, one public practitioner favored focusing on high-level 
legislative and organizational policies while another stated that community-level change 
is “the heart of” HiAP. A private practitioner recommended a different approach, stating: 
“I would go to heads of the foundations and the departments and say, ‘We really want 
you to integrate [HiAP] across all of your funding streams’”. The variety of perspectives 
on how to move HiAP forward represented a disconnect among practitioners of how to 
operationalize the complex approach. 
Public health respondents agreed that many Delawareans continued to lack 
knowledge of the SDOH and HiAP, which significantly affected their ability to move 
HiAP forward. For example, one key informant said, “You know, the average person on 
the street isn’t going to talk to you about the social determinants of health. They just 
know that they can’t get a bus to take them to the doctor’s office. So, I don’t know how 
to make that concept real for the average person on the street”. While community 




and future policies and plans, it is likely more important for cross-sector partners and 
policymakers to understand the concepts because they have direct influence on the 
advancement of HiAP. Respondents stated many partners and policymakers also continue 
to lack an understanding of the SDOH and HiAP, which could be addressed through 
education and communications.  
Additionally, due to the steps Delaware has taken already taken towards HiAP, 
practitioners were not interested in piloting the approach. For instance, the Delaware 
Division of Public Health had attempted to convene a HiAP Collaborative, which failed 
to gain traction because of fatigue among members. This suggests that HiAP in Delaware 
needs to be integrated into existing efforts. Also, public health practitioners have ongoing 
partnerships with other sectors, such as through a “Livability Collaborative” with 
transportation officials, which they feel have served as small-scale versions of HiAP. 
Delaware also tends to centralize its work in general, due to the small size of the state, 
and practitioners did not feel a pilot HiAP effort in one locality or county would be 
beneficial.  
Focus group participants, all of whom work outside of public health, were 
generally unfamiliar with HiAP (2.35 rating on a one to five scale – with one being not at 
all familiar with the concept to 5 being extremely familiar). Once HiAP was described, 
many respondents found it to be complex. Several noted they thought HiAP was already 
occurring in some way, and pointed to work in areas like the policy, systems, and 
environment approach undertaken by the state several years ago. Several were supportive 




example, one responded stated, “So that's how people look at things – what does it do and 
[how does it] affect me? It's tough, what you're trying to do makes a lot of sense but 
implementing it may be real difficult”. Barriers noted by focus group participants can be 
addressed during HiAP implementation, such as by communicating the effort effectively 
to different populations and generating buy-in across sectors through relationship 
building and achieving short-term wins. 
 
3.5 Discussion 
In order to examine HiAP broadly and comprehensively consider – using relevant 
frameworks – how the approach can be shaped based on context, it was necessary to 
conduct a study of a model state. This study demonstrated the utility of applying 
Shankardass’ contextual factors for adoption and implementation when designing a HiAP 
approach. The identified factors can help practitioners consider how to advance HiAP, 
such as whether a mandate may be accepted in a state resistant to legislative changes or 
whether the state has the workforce capacity to implement HiAP.  
The study’s findings also suggest that changes are needed to Rudolph et al.’s five 
key elements of HiAP, as described above. While this study generally supports those 
elements, two updates are needed based on the results: a sixth element, flexibility, should 
be added and communications should be considered across all six elements. See Figure 3-
1.  
Flexibility should be accepted as vital to HiAP’s success and be systematically 




at the start, they need to continue to be molded to the environment as it changes over 
time. Practitioners may consider conducting regular environmental scans of their 
jurisdictions to determine contextual changes (such as shifts in organizational leadership 
or political priorities), consider how they affect HiAP goals and sustainability, and how 
to adapt accordingly. 
 
Figure 3-1. Key Elements of Health in All Policies 
 
Further, communications should be considered across all six of the updated HiAP 
elements. Strategic communications to external stakeholders are lacking in practice, as 
discussed above, and should be integrated into efforts to advance HiAP’s key elements. 
For example, achieving the third key element – benefitting multiple partners – is 
challenging due to the difficultly of identifying and communicating HiAP’s benefits to 
cross-sector partners. The issue of clearly promoting benefits to external partners could 
be addressed with strategic communications. This could be accomplished with the 
development a comprehensive communications plan, including: developing messaging 
that reflects the partners’ knowledge, goals, and values and utilizing communications 



















Practitioners would benefit from embedding strategic communications across each 
element to advance HiAP.  
This study is the first to apply Intervention Mapping to HiAP, using the 
framework and the findings outlined above, and demonstrate the framework’s utility in 
creating a theory-based, practical approach with measurable objectives for HiAP. While 
many HiAP practitioners and researchers acknowledge the importance of a jurisdiction’s 
context, it is rarely explored in-depth nor applied systematically through an intervention 
framework. This study provides a model for doing so, using Delaware as an example. 
This research has several limitations. First, focus group participants may be 
susceptible to social desirability bias, adjusting their responses, recognizing other 
members of the group are listening (151). Similarly, the Wilder Collaboration Factors 
Inventory was self-administered, which may have led to response bias where the 
respondent aims to project a better image of themselves or their work than truly exists 
(150). To address both issues, data were triangulated from the document review, 
interviews, focus groups, and questionnaires. Next, there is a limitation regarding 
objectivity and the potential impact the researchers had in qualitative data analysis, due to 
prior knowledge of HiAP and the context. To limit bias, researchers were reflexive 
throughout data collection and analysis about the role they played in the process and how 





3.5.1 Public Health Implications  
HiAP practitioners in the US and abroad have been building a movement in 
public health to systematically consider health and equity in all sectors. HiAP 
practitioners should continue this work and use the findings from this study to strengthen 
their efforts by considering the updated essential elements of HiAP and synthesized best 
practices, and adapting their work accordingly. Practitioners should also integrate 
strategic communications into their work and use it to advance HiAP.  
Researchers should address the gaps in the literature regarding institutional power 
and strategic communications in HiAP. Research should be done to examine more 
closely how the institutional power, or lack thereof, of lead HiAP organizations and 
cross-sector partners has an influence on HiAP’s success and how that power can be 
leveraged to better advance HiAP. Academics should also consider which 
communications models can be applied to HiAP and translate those findings into concrete 
recommendations for practitioners. HiAP would also benefit from message testing to see 
what types of messages are most effective and what content is most powerful. While 
findings would differ between contexts, the research would provide a model for others to 
build on. Practitioners and academics should also strongly consider partnering to leverage 
resources, build theory-based practice, evaluate process and outcomes, and disseminate 
findings.  
HiAP can lead to increased collaboration and efficiency and the consideration of 
health and equity across sectors. Practitioners and researchers should consider the lessons 




existing efforts. By building HiAP approaches that integrate the updated essential 
elements, synthesized best practices, and suggested frameworks, public health experts 
can move towards comprehensively addressing the SDOH and, over time, improving 





4.1 Overview  
The purpose of this chapter is to translate the results of the study into a practical 
application of Health in All Policies (HiAP) for the state of Delaware. To achieve this, 
the Intervention Mapping framework was applied to the study results, which led to the 
development of a comprehensive approach to adopting and implementing HiAP in 
Delaware. The toolkit, Appendix I, is a practice-based guide of the completed 
Intervention Mapping framework, for use by stakeholders in Delaware. The chapter 
concludes with a discussion of how the toolkit was developed and how it should be 
utilized. 
4.1.1 Overview of Health in All Policies in Delaware  
The state of Delaware does not currently have a structured or systematic way of 
institutionalizing HiAP. This chapter addresses this gap by providing a feasible, context-
driven plan for adopting and implementing HiAP in the state. What follows is an 
overview of my proposed HiAP initiative in Delaware.  
The long-term mission of HiAP in Delaware is to improve wellbeing and equity 
statewide by considering the impacts of policies, programs, and decisions across sectors. 
HiAP in Delaware will undertake six major activities to achieve this: 1) create 
management and governance structures to implement and guide the initiative; 2) conduct 
multi-day planning events (charrettes) to engage community members; 3) conduct forums 
(Policy Academies) to inform and educate stakeholders on relevant topics; 4) implement 




the initiative accordingly, to ensure flexibility within Delaware’s context; and 6) facilitate 
cross-sector efforts using the equity impact review tool.  
The Intervention Mapping framework, described below, was used to arrive at the 
initiative’s structure and activities. My study is the first to apply Intervention Mapping to 
HiAP, which demonstrates an evidence-based way to operationalize an often ambiguous, 
complex public health approach. Using the framework, every component of HiAP in 
Delaware was informed by a theory of change and Delaware’s context. The initiative’s 
activities will, over time, lead to improved wellbeing and equity in the state.  
 
4.2 Intervention Mapping Application 
Intervention Mapping was developed by Bartholomew et al. to “provide […] a 
framework for effective decision making at each step in the intervention development 
process” (117). This framework integrates theory, existing literature, and data from the 
priority population, and utilizes this information in a methodical process to develop an 
intervention with measurable objectives. The Intervention Mapping framework allowed 
for the systematic consideration of HiAP elements and best practices alongside theories 
and change methods, to adapt HiAP to Delaware’s context.  
The six steps for Intervention Mapping include: 1) conduct a needs assessment, 
assess organizational capacity, create logic models, and describe goal; 2) search for 
evidence-based interventions; 3) assess fit and plan adaptions; 4) make adaptations; 5) 
plan for implementation; and 6) plan for evaluation. See Table 4-1 (also Chapter Two, 








Application in Current Study 
1) Conduct a needs 
assessment, assess 
organizational 
capacity, create logic 
models, and describe 
goal 
• Need Assessment: Utilized data from interviews, focus 
groups, document review, and questionnaire to assess 
context and collaboration 
• Organizational Capacity: Identified an entity to lead HiAP 
in Delaware and examined capacity  
• Logic Model: Created logic models of problem and change 
• Goals: Described the intervention goal 
2) Search for 
evidence-based 
interventions 
• Judged the basic fit of HiAP as it relates to the target 
problem, organizational capacity, and the priority 
population 
3) Assess fit and plan 
adaptions 
• Used Intervention Mapping Steps One and Two to 
examine HiAP applicability in Delaware  
• Planned adaptations for individuals, organizations, and the 
environment while retaining key elements of HiAP 
4) Make adaptions • Adapted Delaware HiAP adoption and implementation 
plan based on prior steps  
5) Plan for 
implementation 
• Created adoption and implementation intervention plan 
and HiAP toolkit for Delaware, including logistics, 
communication, activities, and sustainability planning  
6) Plan for evaluation • Developed an evaluation plan for HiAP in Delaware, 
including design, questions, indicators, and plan for data 
collection and analysis  
Table 4-1. Intervention Mapping Framework and Application to Study 
 
4.2.1 Intervention Mapping Step One: Goal, Needs Assessment, Organizational Capacity 
and Logic Models 
The first step in the Intervention Mapping framework is to identify the 
intervention’s goal, conduct a needs assessment, assess organizational capacity, and 




Goal of HiAP in Delaware 
The long-term mission of HiAP in Delaware is to improve wellbeing and equity 
statewide by considering the impacts of policies, programs, and decisions across sectors. 
The goal of the first five years of this HiAP initiative is to create a structure for multi-
sector collaboration to address the social determinants of health (SDOH) and equity in 
Delaware, with meaningful participation from at least five leaders outside of public 
health. For this intervention, meaningful participation is defined as integrating health and 
equity into at least one decision-making process (e.g. a transportation leader adding 
equity language to a request for proposal) during the intervention period. This goal guides 
each step in the Intervention Mapping process. 
 
Needs Assessment 
Conducting a needs assessment provides an analysis of the current state of an 
environment as it relates to a particular problem (75). My study’s contextual needs 
assessment focused on the lack of collaboration to address the SDOH and inequities in 
Delaware. To assess this problem, data was gathered from Delaware-specific documents, 
key informant interviews with Delaware leaders, focus groups with Delawareans working 
outside of public health, and a questionnaire about collaboration, the Wilder 
Collaboration Factors Inventory, of focus group participants. Key informant interviews 
took place with: public practitioners, those working in public health for the executive 
branch of Delaware’s government; private practitioners, those working in public health in 




level political positions. The findings from the needs assessment informed the 
intervention plan to adopt and implement HiAP.  
The needs assessment built on findings from the 2017 Delaware State Health 
Needs Assessment, which identified key assets and challenges related to public health in 
Delaware and identified four current priority health issues: chronic disease, maternal and 
child health, substance use, and mental health (106). With the health concerns identified, 
this study’s needs assessment focused on contextual factors related to collaboration. 
Information about other aspects of Delaware’s context relevant to the intervention, 
including respondent’s perceptions of HiAP, are discussed in Chapter Three. 
Six key aspects of collaboration emerged during the needs assessment: 
collaboration as the “Delaware Way”, recent improvements in cross-sector collaboration, 
the positive and negative role of close relationships within collaboration, a lack of 
resources for collaboration due to the state’s size, the impact of centralized government 
on collaboration, and the effect of the relationship between the three counties on 
collaboration. Each aspect is discussed below. See Table 4-2 for related illustrative 
quotes. 
Respondents consistently expressed that the state is highly collaborative. A phrase 
used often was the “Delaware Way” – working together to achieve goals beneficial to the 
state. This sentiment was expressed as a point of pride in the state, showing that 
collaboration is part of its culture. While many noted that there were areas to improve 
collaboration, including less duplication of services, a lack of resources, and more 





Respondents working in public health stated that collaboration across sectors had 
improved in recent years. Public health practitioners agreed that collaboration was the 
“Delaware Way” but that barriers existed when trying to collaborate outside their field. 
Over the last few years, practitioners more frequently saw disciplines coming together 
around a common goal. 
The small population in Delaware leads to a number of close relationships and 
common acquaintances. The close relationships of many Delawareans were both a 
positive and a negative factor. Personal relationships and few degrees of separation 
among professionals make it easy to connect and have repeated interactions with 
individuals. However, personalities can help or hinder partnerships, with individuals 
joining or avoiding certain groups depending on who is involved. Additionally, a number 
of sources stated that personal relationships made it difficult to be open and honest during 
collaborations, due to concerns of upsetting someone. The literature on HiAP states that 
negative group outcomes are more likely when partners fail to reveal their true 
preferences (22). Despite the disadvantages, Delaware’s strong interpersonal 
relationships are an asset in the state overall, and for collaboration and HiAP. 
A challenge of the state’s small size is that it has more difficulty obtaining 
resources, both related to funding and personnel. There are a limited number of funders in 
the state and organizations have to compete for the funds they provide. Funders do not 
typically support collaborative efforts or fund backbone staff to carry out the work. 




existing resources. Personnel are also often overworked and feel “stretched thin” because 
the same people are consistently asked to join various collaborations due to the small 
workforce in the state.  
The small size of the state creates the opportunity for a centralized government, 
with state agencies playing a much larger role than county or local governments. The 
state does not have the capacity to carry out all desired services, due to its size and 
restricted resources, and consistently works with the private sector to do so. Collaboration 
between the public and private sectors is viewed as essential in Delaware. Further, the 
state’s centralized services mean that there are fewer connections with local jurisdictions. 
Private organizations fill this gap by providing a connection to community through a 
significant number of state-funded services. In one year, “roughly more than 20 percent 
of the state’s total budget, comprised projected disbursements to the private sector (for-
profits and nonprofits)” (95). 
Another important aspect of collaboration in Delaware is the relationship of the 
northernmost county, New Castle, with the two southern counties, Kent and Sussex. 
Historically, the counties have had different characteristics which influences culture and 
collaboration. There is a sentiment among people in the southern counties that New 
Castle County receives a disproportionate amount of resources. Respondents discussed 
how New Castle County was more resistant to collaboration, while Sussex County was 
more welcoming to the idea of working together, in part because they need additional 
resources. The relationship between the counties is an important consideration to how 










Private Practitioner: “I think that given the fact that we have this thing 
called the Delaware Way which is getting things done in a 
collaborative fashion and, broadly speaking, a consensus-driven 
fashion, I think is really important. I think from my experience 
certainly, which is somewhat biased because I work for and with 
organizations that are charged with collaboration, I see it happening in 





Public Practitioner: “I would say, up until maybe about 6 years ago, 
collaboration in the state has really been siloed. Transportation folks 
help the transportation folks, housing helps help the housing folks. 
Education folks talk to education folks, and public health kind of stays 
in its lane. But over the last 6 to 7 years, I’ve really seen a shift […], a 
pretty rapid shift in public health in particular being asked to 
participate in meetings and meetings that we traditionally have not 






Public Practitioner: “Well in some ways collaborations can be super 
easy, I mean it's a small place, one million people, everybody knows 
each other, it’s the same people at every meeting. But I think the most 
difficult thing is that it's also the same people. And people don’t want 
to hurt their neighbors or their sisters, boyfriends, husbands, friends - 
so there’s say five degrees of separation but here there's one or two. So 
it’s much harder to tackle hard issues that you just have to, at some 
point you have to get to a point where you recognize I'm not going to 




Policymaker: “I think challenges we face [are] again because we are 
small that sometimes we don't always get the larger vested nonprofit 
attention. However, we do have our share, like with the AARP and 
other big organizations […]. But because we are also small and 
because our chapters are smaller, we don't always have the same level 
of fundraising capability. So that is one of the weaknesses of our state 





Public Practitioner: “Many government services in our state are 
centralized. So, we are state public health, we’re also local public 
health. And there’s never really been any infrastructure in Delaware to 
really have a bit of community-based, community engagement 
approach. And, so, I look around at my colleagues in Maryland where 
there [are] county health departments […] very engaged in community 
health assessments and community health improvement processes. 
They’re much more tuned in to local communities and I think when 







like we’ve missed out, over time, in really heaving that community 
level presence.” 





Private Practitioner: “The second part of that is the north versus the 
south. When the south goes up north, you should keep yourself down 
south. You’re seen as competition. When the north comes down south, 
it’s more like depending on how they’ll welcome them, how they 
integrate them because we know we need more resources for our 
children and families, so come on in and let’s figure it out. So, it’s a 
very different mindset.” 
Table 4-2. Key Collaboration Aspects and Illustrative Quotes 
 
Logic Models 
 Information from the needs assessment was applied to the intervention’s logic 
models. The Intervention Mapping framework calls for the inclusion of two logic models, 
one for the problem being addressed and one for the change resulting from the 
intervention. The logic model of the problem is a starting point for planning the 
intervention. It represents a “causal model of the health problem and quality of life”, 
while the logic model of change focuses on the pathways of change that result from the 
intervention (75). The logic model of change is based on the logic model of the problem 
and is used to guide the evaluation of the intervention (75). 
Logic Model of the Problem 
The logic model of the problem, Figure 4-1, focuses on the lack of collaboration 
to improve health and equity in Delaware and the associated lack of consideration of 
health and equity in decision-making in Delaware. The state did not have a pre-existing 
logic model for this issue. The logic model of the problem begins with personal 




of the priority population (non-health sector leaders) and environmental agents 
(community members, policy makers, health sector staff, and staff in non-health sectors). 
The logic model then moves to the related behavioral (e.g. ability to collaborate) and 
environmental (e.g. policies to support collaboration) factors that influence the problem 
at all levels of the socio-ecological model. Those factors lead to the problem being 
addressed and the related quality of life issues (75). 
The priority population for both logic models and the intervention overall are 
leaders working in sectors outside of public health. This priority population was chosen 
because no informal or formal adoption of HiAP can occur without support from other 
sectors. Moving non-health leaders towards addressing health and equity can provide 
adequate momentum to engage other stakeholders, such as non-health sector staff. The 
priority population focuses on leaders in other sectors, not staff overall, because the 
literature states that having involvement from those with the authority to make decisions 





Figure 4-1. Logic Model of the Problem 
Personal Determinants
• Lack of passion for the SDOH and 
equity
• Lack of knowledge of the SDOH and 
equity
• Believe do not have time to participate 
in collaboration
• Skillset focused on one sector




• Lack of knowledge of the 
SDOH and equity
• Lack of knowledge of how 
to be involved in formal 
collaborations
Policymakers
• Lack of knowledge of the 
SDOH and equity
• Believe little value in 
creating collaboration on 
SDOH and equity
Health Sector
• Lack of communications 
skills
• Lack of knowledge of other 
sectors
Staff in Non-Health Sector
• Lack of knowledge of the 
SDOH and equity
• Believe multi-sector work 
is not a priority
Behavioral Factors
• Reduced ability to participate 
in collaboration




• Limited support from peers 
to address SDOH
• Personality conflicts with 
others in collaboration
Organizational
• Structural barriers to 
collaboration
• Insufficient number of 
staff, leading to staff 
overwork and burnout
• Insufficient communication 
• Lack of resources and 
structure for collaboration
Community
• Limited communications 
regarding the SDOH and 
equity
• Limited discussion of the 
SDOH and equity
Societal
• Lack of policies to support 
collaboration
• Culture of working in 
siloes 
Problem
• Lack of collaboration to 
address the SDOH and 
inequities in Delaware
• Lack of capacity and 
structures to 
collaboratively address the 
SDOH and inequities in 
Delaware
• Lack of consideration of 
health and equity impacts 
of decision-making across 
sectors
Quality of Life
• Inadequate or harmful 
decisions in Delaware, 
which negatively impact the 
SDOH and equity






Logic Model of Change 
 The logic model of change outlines a traditional theory of change, based on the 
problem described above. Intervention Mapping guides planners to develop performance 
and change objectives to use within the logic model and to guide the intervention overall. 
As stated by Bartholomew et al. “change objectives state what needs to be achieved to 
accomplish performance objectives that will lead to changes in behavior or 
environmental conditions that will, in turn, accomplish the health and quality of life 
program goals” (75). See Appendix J for the performance and change objectives for 
leaders in sectors outside of public health (the priority population) and public health 
practitioners. Additional performance objectives will be developed for each relevant 
stakeholder group, as needed. The guiding performance objective is: “leaders who work 
outside the public health sector in Delaware will meaningfully participate in multi-sector 
collaborative efforts to improve the SDOH and equity in the state”. 
Figure 4-2, the logic model of change, outlines the inputs, outputs, and outcomes 
for HiAP in Delaware. Short-term outcomes align with behavioral and environmental 
change objectives and intermediate outcomes align with performance objectives. The 
long-term outcomes in the logic model of change address the overarching problems 
identified in the logic model of the problem. 
The logic model of change aids planners in examining the links between 
intervention activities and the desired change. Figure 4-2 illustrates how HiAP activities 
will lead, over time, to improved health and equity in Delaware. The logic model of 





Figure 4-2. Logic Model of Change 
• Financial resources










• Consultant for 
facilitation
• Equity impact review 
trainer




• Management and 
governance structures 
established
• Five charrettes held




• Five environmental 
scans and related 
adaptations produced
• Eight cross-sector 
efforts using the 
equity impact review 
tool facilitated
Non-Health Leaders:
• Explain the concepts 
of SDOH and equity, 
provide examples, 
and articulate why 
they are important 
Believe that have the 




• Identify multi-sector 
partners to 
collaborate with




• Outline plan to 









• Outline a plan to 
create a structure for 
multi-sector 
collaboration 
• Leaders who work 
outside the public 





efforts to improve 
SDOH and equity in 
the state.  
• Public health 
professionals in 
Delaware will create a 
structure for multi-
sector collaborative 
efforts to improve the 
SDOH and equity in 
order to increase 
consideration of health 




to improve the SDOH 
and equity
• Increased capacity 
and structures to 
collaboratively 
address the SDOH 




health and equity 
impacts of decisions 
across sectors
Effective policies and 
programs in Delaware, 
which positively impact 
the SDOH and equity
Improved health and 
equity
• Engage stakeholders 
throughout adoption 
and implementation
• Create management 
and governance 
structures to 
implement and guide 
the intervention 
• Conduct at least five 
charrettes to engage 
community members 
in intervention 
• Conduct at least nine 
Policy Academies to 
inform and educate 
stakeholders on 
relevant topics 
• Implement all 




• Conduct five 
environmental scans 
and adapt the 
intervention 
accordingly, to ensure 
flexibility within 
Delaware’s context 
• Facilitate at least eight 
cross sector efforts 
using the equity 
impact review tool 
Inputs Long-term OutcomesIntermediate OutcomesShort-term OutcomesOutputsActivities





A portion of Step One in Intervention Mapping is to evaluate the capacity of the 
organization that will implement the intervention. Where HiAP initiatives “live” is an 
important consideration, as it influences which staff are involved, the resources available, 
and how it is perceived by other entities. Many HiAP efforts are implemented by 
governmental health agencies (21,22,76). There are strengths to this approach, including 
having staff familiar with the SDOH and the authority to make certain decisions. 
However, a significant weakness is that HiAP may be viewed as the responsibility of 
public health departments, rather than as a shared responsibility. Further, cultural, 
political, and economic context drives what organization leads HiAP. For example, 
strong political will from a governor can lead to an executive level government office 
leading HiAP, as the governor may want to own the initiative and make it visible.  
Delaware stakeholders made it clear that they do not want HiAP to be a part of 
another new initiative. A public practitioner stated, “I think we’re moving more towards 
the direction that a separate Health in All Policies council feels like and looks like, just 
another group that somebody has to find time in their calendar to attend”. Based on this 
feedback, HiAP in Delaware will be framed as a new process and will be integrated into 
existing structures.  
In Delaware, a clear consensus from public health practitioners, both public and 
private, emerged during interviews regarding the organization to lead HiAP – Healthy 
Communities Delaware (HCD). Key informants “absolutely see [HiAP] as a fit” for 




Delaware, Delaware Department of Health and Human Services, and Delaware 
Community Foundation (the management team). University of Delaware’s Partnership 
for Healthy Communities is expected to provide backbone support for HCD. Efforts 
should be made to align HiAP with the priorities of HCD and the Partnership for Healthy 
Communities. The choice of the recommended lead organization was also informed by 
literature on models of HiAP leadership selection (22,74).     
HCD was formed to be a sustainable extension of the community health 
component of a five-year health innovation grant from the Centers for Medicaid and 
Medicare Services, which ended in January 2019. The mission of HCD is “to enhance the 
alignment, coordination and volume of investments in Delaware’s communities to 
address the social determinants of health”, which aligns with the aims of HiAP (157). 
HCD was designed using the Collective Impact framework.  
HCD is structured with a management team of three lead organizations, a broader 
Leadership Council, and a Community Investment Council. HCD’s Leadership Council 
has 35 members that represent the entire state, public and private entities, and several 
disciplines (including, housing, banks, health, and faith). The Leadership Council meets 
six times a year and is responsible for prioritizing HCD goals, providing feedback on 
investments, and pursuing evidence-based actions to improve health. HCD’s Community 
Investment Council is not yet in place but will include government, hospitals, academia, 
foundations, banks, and corporations. The Investment Council is expected to contribute 
financial or in-kind resources to advance HCD through funding to increase community 




the backbone organization. The management team support the Councils, provide 
technical assistance, analyze relevant data, and evaluate the work (157). The governance 
structure is established, and the three lead organizations guide how individuals are chosen 
for the Leadership and Community Investment Councils.  
Although HCD is a new organization, it has a comprehensive funding plan. The 
State has proposed budgeting half a million dollars of Master Settlement Agreement 
funds for HCD annually and requested that the Delaware Community Foundation provide 
$1MM. The Community Investment Council is expected to regularly contribute funding 
once it is established (157).  
Five categories of organizational capacity were examined to assess HCD’s 
capacity to lead HiAP: financial processes, leadership, organizational climate and culture, 
relationships and partnerships, and workforce (75). Table 4-3 outlines HCD’s 
organizational capacity. Having HCD lead HiAP fits with Delaware’s tendency to work 
with private organizations to deliver services. Other contexts, such as California, have 
successfully used public-private partnerships to advance HiAP and doing so leverages 
resources statewide while moving towards a “whole-of-society” approach, rather than a 
“whole-of-government” approach. Utilizing a public-private partnership may help 
insulate HiAP, to a degree, from administrative and political changes. A potential 
weakness of placing HiAP within HCD is that it is a burgeoning organization – it is just 
beginning to build back office support and credibility. At the same time, by placing HiAP 
in an emerging organization formed by three major, trusted institutions in the state, HiAP 




around multi-sector issues that extend beyond health. 
 
Category Healthy Communities Delaware 
Financial 
Processes 
• Anticipated state funding from Master Settlement Agreement 
funds, beginning July 2019 
• Community Investment Council financing plan 
• Processes expected to be supported by University of 
Delaware Partnership for Healthy Communities 
Leadership • Management Team: Leaders from University of Delaware, 
Delaware Department of Health and Social Services, and 
Delaware Community Foundation 
o Expected Team Lead: Director of University of 
Delaware’s Partnership for Healthy Communities 
(former Delaware Secretary for Health and Social 
Services) 
• Leadership Council 




• In formation 
• Energy and momentum from being a new organization 





• Three lead organizations have a wide range of strong 
partnerships, both within and outside of public health 
• HCD as an organization needs to build relationships 
Workforce • Small staff (approximately 2 FTE) from University of 
Delaware’s Partnership for Healthy Communities 
• Staff charged with achieving mission of HCD, related 
activities are not yet defined 
• Staff is highly familiar with HiAP, SDOH, and equity 
• Staff collaborates across sectors often 
Table 4-3. Organizational Capacity 
 
Intervention Mapping also suggests assessing organizational readiness to 
implement a specific initiative based on three elements: general capacities of an 
organization, innovation specific capacities, and motivation to implement innovation 




benefits of HCD being a new public-private partnership is the potential for it to be 
flexible and agile, due to the lack of institutional bureaucracy at this stage in the 
organization’s life (although bureaucracies of the partner organizations may affect this). 
There may be delays as HCD leaders work to define the roles and responsibilities of each 
party or from the bureaucracy of the three lead institutions.  
 
Elements Healthy Communities Delaware 
General Capacities of 
an Organization 
• Diverse planned financial structure 
• Lacks dedicated staff 
• Building relationships statewide 
Innovation Specific 
Capacities  
• Leadership is politically connected 
• Expertise in SDOH and HiAP 
• Broad range of stakeholders on Leadership Council 
• Some communications expertise and resources 
• Lacking day-to-day support staff 
• Potential agility and flexibility 
• Evaluation expertise at partner organizations that can 
be connected to HCD 
Motivation to 
Implement Innovation 
• Leadership is highly motivated to adopt and 
implement HiAP 
Table 4-4. Organizational Readiness  
 
HCD leaders are highly interested in advancing HiAP. Support from leadership 
and champions is critical, which was noted by HiAP documents, experts, and Delaware 
key informants. Leaders can provide a voice for HiAP and make it visible to others. If 
leaders and champions demonstrate that HiAP is a priority, others are more likely to 
make it a priority of their own. Support from leadership can move initiatives forward. 




Having a champion makes such a huge difference and a champion that, a leader 
that people respect, and are willing to make simple decisions and bring people 
along, can make a huge difference. Often times even though we serve as the 
backbone, we typically intentionally choose a leader who’s not a part of state 
government. And we’ve had some real successes with having leaders help really 
move things forward. 
  
A major weakness of HCD is the lack of dedicated staff available to implement 
HiAP. The HCD management team will need to leverage resources to consider how to 
meaningfully support this work. The Leadership Council does have a wide range of 
stakeholders from several sectors but for HiAP to be successful, additional sectors will 
need to be engaged. Technical assistance regarding communications strategy execution 
and specific HiAP strategies may be necessary.  
 
4.2.2 Intervention Mapping Step Two: Search for Evidence-Based Interventions and 
Judge Basic Fit 
 Step Two of the Intervention Mapping framework outlines the process to identify 
an evidence-based intervention to adapt to a context and judge its basic fit. As HiAP has 
already been identified as the intervention to address the problem, identifying an 
evidence-based intervention is not needed for the current application of the framework. 
However, adaptations of HiAP will be needed based on the intervention’s fit to 
Delaware’s context, which is outlined below.  
The Intervention Mapping framework states three criteria to judge basic fit of an 
intervention to a context: 1) an intervention that addresses the target problem and their 




intervention, or the intervention can be adapted to consider available resources; and 3) 
priority population is similar to population in the new context or the intervention can be 
adapted (75). 
 HiAP is a strong fit to address the identified problems – the lack of collaboration 
to improve health and equity in Delaware and the associated lack of consideration of 
health and equity in decision-making in Delaware. Failure to consider the SDOH and 
equity leads to inadequate or harmful decisions that negatively impact health. This 
complex problem aligns with problems in other iterations of HiAP. For example, 
Finland’s HiAP work is focused on the “development of a new model for cross-sectoral 
work which expands action to strengthen well-being considerations into decision-
making” (21). In Sudan, HiAP is used to address “the important role of inter-sectoral 
collaboration to address the determinants of health and to improve population health” 
(21). 
Public health practitioners agree the SDOH are the root cause for health issues 
and inequities, which is one of the reasons for the development of HiAP. Logic models of 
the problem for existing HiAP approaches are not available but many HiAP initiatives 
cite the lack of consideration of the SDOH and equity in decision-making as an issue 
impacting health and equity in their context (21,22,82). Similarly, lack of awareness of 
the SDOH and equity, and organizational siloes are also consistently mentioned as key 
problems HiAP addresses, along with a lack of resources, and lack of prioritization by 
non-health leaders (21,22,71).  




Delaware. As outlined in Step One, HCD has strengths and weaknesses related to 
implementing HiAP. However, the strong desire for public health practitioners to have 
HCD lead HiAP and HCD’s momentum, planned funding structure, and diverse 
stakeholders make it a viable organization to carry out HiAP in Delaware. HCD also has 
political connections and the ability to serve as a neutral convener. The Partnership for 
Healthy Communities, HCD’s potential backbone organization, has staff with knowledge 
of HiAP, SDOH, and equity.  
HCD has several limitations that need to be addressed to allow for the 
implementation of HiAP. HCD currently lacks staffing for day-to-day activities, which 
will be a critical component of the intervention plan. Further, while the lead institutions 
have connections to communications resources, it is not clear if staff have capacity to 
execute a communications campaign. Technical assistance would need to be added for 
this element of the intervention. Further, the funding plan is comprehensive and diverse, 
but funding has not yet been secured. For HCD to advance HiAP, the funding structures 
need to be in place. If anticipated resources are not obtained, local foundations, such as 
the Longwood Foundation, should be approached for HiAP funding. With those 
additions, HCD likely has the capacity to implement the intervention. 
The third criterion assesses the fit of the priority population. My intervention 
focuses on non-health leaders and it is unclear if other HiAP initiatives explicitly choose 
their priority population as health sector staff or non-health sector staff, and at what level 
(e.g. leaders or mid-level managers). Some HiAP initiatives appear to start from the 




the malleable nature of HiAP allows for the approach to be adapted to fit the different 
priority population through adaptation of intervention activities, while still reaching the 
same outcome and maintaining the intervention’s critical elements. The overall basic fit 
of HiAP to Delaware’s context supports moving forward with this initiative. 
 
4.2.3 Intervention Mapping Step Three: Assess Fit and Plan Adaptations 
 Intervention Mapping Step Three requires practitioners to assess the fit of the 
intervention and plan for adaptions to the new context. Five assessments need to take 
place: 1) judging behavioral and environment fit; 2) judging change methods and 
determinants fit; 3) judging delivery fit, design features, and cultural fit; 4) judging 
implementation fit; and 5) considering essential program elements and retaining them. 
The ability to improve wellbeing and equity in Delaware through HiAP is strengthened 
by assessing fit and adapting the intervention.  
Due to the dynamic nature of HiAP, a general HiAP logic model by Gase et al. 
was used to guide the development of this intervention’s logic model of change, evaluate 
fit, and plan adaptations in order to comprehensively assess the fit of HiAP to Delaware. 
This allowed HiAP’s core structure to be evaluated in Delaware’s context. Behavior and 
environmental conditions were aligned with Gase’s short-term outcomes and delivery 
components were aligned with Gase’s activities. Change methods were determined by 
examining activities and outputs and linking them with Bartholomew et al.’s change 
methods. 




examine HiAP’s fit in Delaware. To judge the fit of each category to Gase’s logic model, 
each category was determined to either be weak (i.e. my intervention’s logic model did 
not align with Gase’s), adequate (i.e. some elements of my intervention’s logic model fit 
with Gase’s) or strong (i.e. all or nearly all elements of my intervention’s logic model fit 
with Gase’s). The fit of Gase’s logic model with the current intervention are largely good 
or adequate, with minor adaptions needed.  
 
Fit Category Fit Adaptation Ideas 
Behaviors 
• Strengthened partnerships across 
sectors 
• Increased understanding of HiAP 
Adequate • Include an increased 
understanding of SDOH and 
equity 
Environmental Conditions 
• Increased consideration of health 
and equity across sectors 
• Increased capacity and systems 
for engaging in and 
implementing HiAP 
Good • Use equity review tool to 
systematically consider equity 
across sectors 
Change Methods for Priority 
Population 
• Participation 
• Persuasive communication 
• Framing 
• Active learning 
• Public commitment 
Adequate • Not all change methods are clear 
due to the broad delivery 
components. When developing 
intervention components, link 
directly to change methods. 
 
Change Methods for Environmental 
Agents 
• Enhancing network linkages 
• Facilitation 
• Advocacy 
• Technical assistance 
• Systems change 
Adequate • Not all change methods are clear 
due to the broad delivery 
components. When developing 
intervention components, link 
directly to change methods. 
• Ensure technical assistance is 
built into health and equity 
consideration processes. 
Delivery Components for Priority 
Population  
• Developing cross-sector 
relationships 
Good • Identify one or more components 





Fit Category Fit Adaptation Ideas 
• Building support and awareness 
• Enhancing workforce capacity 
• Incorporating health into 
decision-making 
• Ensure components used align 
with expected behavioral and 
environmental changes, if reduce 
number of delivery components 
• Add comprehensive 
communications campaign 
Delivery Components for 
Environmental Agent  
• Synchronizing communications 
• Coordinating funding and 
investments 
• Implementing accountability 
structures 
• Integrating research and data 
systems 
Good • Identify one or more components 
to adapt more specifically to 
context 
• Ensure components used align 
with expected behavioral and 
environmental changes, if reduce 
number of delivery components 
• Add comprehensive 
communications campaign 
Design Features and Cultural 
Relevance 




• Design will need to take into 
account Delaware’s cultural, 
political, and economic context 
and perceptions of HiAP (outlined 
in Step One) while retaining 
change methods 
Implementation Plan 
• Implementation is based on 
context, with one or more of the 




• The generic logic model is not 
paired with an implementation 
plan. Best practices from 
implementation from other HiAP 
sites will be used (Chapter Three).  
• Ensure key elements of HiAP are 
integrated 
Table 4-5. Assessing HiAP Fit in Delaware  
  
To adapt a successful intervention effectively, the essential elements of the 
original intervention need to remain in place. The essential elements of HiAP, as listed by 
Rudolph et al. and adapted based on this study’s findings are listed in Table 4-6. All 
elements are reflected in Gase’s logic model of change except for flexibility, which the 
Delaware’s HiAP logic model does include. The related change methods are outlined in 




Essential Element Change Method(s) 
Promote health and equity • Persuasive communication 
• Framing 
• Technical assistance 
Support intersectoral collaboration • Participation 
• Facilitation 
• Enhancing network linkages 
Benefit multiple partners • Facilitation 
Persuasive communication 
Engage stakeholders • Participation 
Create structural or procedural change • Systems change 
Maintain flexibility  • Systems change 
Communications • Persuasive communication 
• Framing 
Table 4-6. Essential Elements of HiAP and Change Methods 
 
To align each component of the intervention, Table 4-7 details the performance 
objectives, delivery method, behavioral and environmental change objectives, change 
methods, strategies, and related essential elements. The main performance objective 
(what needs to be done to achieve the desired change) focuses on leaders working outside 
the public health sector. For each delivery method (how activities are delivered), the 
associated behavioral and environmental change objectives (conditions needed to achieve 
the performance objective) are listed along with the relevant change methods (techniques 
to achieve the objectives). Strategies were developed based on the literature review, data 
analysis, and informed by Gase et al., and are the main intervention activities (57). 
Strategies will reach the desired objective using the appropriate change method. Each 
objective is linked to the associated HiAP essential element. 
Table 4-7 outlines that to achieve the performance objective, “leaders who work 




collaborative efforts to improve SDOH and equity in the state”, a variety of strategies are 
needed. Meaningful participation is defined as integrating health and equity into at least 
one decision-making process. Strategies identified include: creation of a management and 
governance structure, educational forums, implementation of a communications 
campaign, and facilitation of cross-sector initiatives using a concrete tool, among others. 
By aligning strategies with change objectives and methods, the strategies will lead to 
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4.2.4 Intervention Mapping Step Four: Make Adaptations  
 Making adaptations, Step Four, requires adding or updating materials identified 
during Step Three. Table 4-7 addresses several of the overarching adaptions noted in 
Table 4-5, including linking change methods to delivery components and identifying one 
or more components to adapt to Delaware’s context. The two materials that needed to be 
adapted for use is an equity impact review tool and creating a new communications 
campaign. 
 The equity impact review tool, designed and utilized in King County Washington, 
is a process for stakeholder groups to integrate equity into decision-making procedures. 
The tool encourages a wide range of stakeholder and community involvement. It is 
important to note that the tool focuses on equity impacts and does not explicitly mention 
health outcomes. However, the foundation of work done in King County is based on a 
recognition of the role of the SDOH and how improvements to equity lead to improved 
health (73). Practitioners using the tool will be able to frame their work around equity, 
rather than health, increasing the likelihood that other sectors will recognize their role, 
co-benefits, and common goals. The tool describes a process for reviewing equity 
impacts, similar to health impact assessments, and involves five steps: 1) scope; 2) assess 
equity and community context; 3) analysis and decision process; 4) implement; and 5) 
ongoing learning.  
The equity impact review process is general and, overall, can be adapted to fit any 
context. Delaware has not utilized the tool previously and is less familiar with equity than 




(Appendix I, Attachment 2). Technical assistance will be added to the process to ensure 
stakeholders are prepared to effectively use the tool. Prior to use, key stakeholders (the 
Project Director, HCD leadership, and consultants) will receive technical assistance for a 
master training which will cover: equity broadly, purpose of the tool, step-by-step use of 
the tool, an example of its use, and a practice application of the tool. Trained individuals 
will provide trainings (through the Policy Academy) to groups who have agreed to utilize 
the tool. Finally, two small additions were added to the tool to encourage its users to also 
consider efficiency in the process (see Appendix I). 
 The communications campaign was a new addition to HiAP work and did not 
have existing material to adapt. The change methods of framing and persuasive 
communications were used to reach four change objectives: 1) cross-sector leaders will 
explain the concepts of SDOH and equity, provide examples, and articulate why they are 
important; 2) cross-sector leaders will explain the benefits of multi-sector collaboration; 
3) organizations will communicate clearly about co-benefits; 4) organizations will 
communicate clearly about the importance of improving the SDOH and equity. The 
Diffusion of Innovations theory is a theory related to the persuasive communications 
change method and was used to guide messaging – see Table 4-9 for details.  
 The additions of the equity impact review tool and the communications campaign 
will be reviewed, along with the entire intervention toolkit, by two key stakeholders in 
Delaware. Updates will be made based on their feedback and will not impact related 
change methods or behavioral and environmental change objectives. During 




4.2.5 Intervention Mapping Step Five: Plan for Implementation 
Planning for implementation is the fifth step in the Intervention Mapping 
framework. The specific actions needed to accomplish the performance objective are 
discussed during this step. The intervention plan is based on the findings from the first 
four steps of Intervention Mapping, the data analysis of HiAP and Delaware’s context, 
and the Diffusion of Innovations theory and Collective Impact framework. Included in 
the comprehensive intervention plan are: the intervention goal, objectives, adoption and 
implementation plans, management plan, and activities. An evaluation plan is described 
under Step Six and a sustainability plan is outlined in Appendix I Attachment 4. The plan 
blends informal and formal approaches, as a HiAP best practice. 
 
Goal 
The overarching, long-term mission of HiAP in Delaware is to improve wellbeing 
and equity statewide by considering the impacts of policies, programs, and decisions 
across sectors. The goal of the first five years of this initiative is to create a structure for 
multi-sector collaboration to address the SDOH and equity in Delaware, with meaningful 
participation from at least five leaders outside of public health. For this intervention, 
meaningful participation is defined as integrating health and equity into at least one 
decision-making process (e.g. a transportation leader adding equity language to a request 
for proposal). The outward facing goal in the toolkit is simplified in order to be more 






 To achieve the intervention goal, six objectives need to be accomplished. The 
objectives align with the goal and the major components of the intervention (as described 
below). The five-year objectives are each linked to intermediate, annual targets that will 
be used to monitor progress. For example, one charrette (a multi-day community 
engagement forum) will be held each year of the intervention, for a total of five 
charrettes. 
1. By the end of year one, create management and governance structures to 
implement and guide the intervention.  
2. By the end of year five, conduct at least five charrettes to engage community 
members in intervention. 
3. By the end of year five, conduct at least nine Policy Academies to inform and 
educate stakeholders on relevant topics. 
4. By the end of year five, implement all components of the comprehensive 
communications campaign. 
5. By the end of year five, conduct five environmental scans and adapt the 
intervention accordingly, to ensure flexibility within Delaware’s context. 
6. By the end of year five, facilitate at least eight cross-sector efforts using the 





Priority Population and Location 
The priority population, as noted above, is leaders outside the public health sector 
in Delaware. This includes individuals in high-level positions across public and private 
organizations from all areas of the state. Examples of the target population include 
corporate executives, state agency directors, and directors of non-profits. The 
intervention activities and messaging are planned around the priority population.  
The intervention will take place statewide. This aligns with Delaware’s tendency to 
centralize efforts and the rejection of Delaware’s stakeholders to begin with a pilot of 
HiAP. Delaware’s small geographic and population size make this a feasible approach. 
 
Adoption 
Adoption, when stakeholders accept and are willing to adopt the intervention, is a 
critical stage for HiAP efforts. The successful advancement of HiAP depends on the 
relationships built and messaging used during this stage. A stakeholder’s decision to 
accept the intervention will depend on knowledge of the intervention, awareness of the 
problem, and belief that the intervention will address the problem. Adoption activities 
focus on stakeholders needed to move HiAP forward initially (such as the relevant 
consulting firms and non-health sector champions) and cross-sector leaders broadly. This 
stage is informed by Shankardass’ adoption factors and the Diffusion of Innovations 
theory. 
To give stakeholders time to adopt the intervention, the first six months of the 




will be engaged. Adoption activities include: identifying key stakeholders, creating 
unique messaging, and engaging stakeholders to participate in the intervention – see 
Table 4-8 for details.  
 
Stakeholder Message Engagement 
Family Services 
Cabinet Council 
• The initiative can add value to the 
Council by providing community 
and institutional updates related to 
the Council’s mission 
• Established relationship 
with University of 






• The new initiative will benefit your 
daily work, connect you to 
important stakeholders, and will not 
take up significant time 
• Connections from prior 
collaboration and non-
health sector Leadership 
Council members 
Consulting firms • Opportunity to expand business and 
participate in innovative processes 




• Chance to be at the forefront of 
linking community voice to large 
state structure, which could bring 
funding to your community 
• Prior community efforts 
and introductions from 
existing community 
connections 
Table 4-8. Adoption Activities 
 
Adoption efforts take into account Shankardass’ factors related to adoption in 
Delaware, as discussed in Chapter Three. The adoption plan and intervention activities 
use the factors to drive messaging (e.g. pride in Delaware), structure (such as the 
centralized, public-private partnership as lead), and activities (prior experiences influence 
adopter engagement). To motivate Delaware leaders outside the health sector to 
participate in the intervention, public health leaders will need to highlight the benefits of 
collaborating across sectors and how it will benefit each sector. Strategic communications 




The application of the Diffusion of Innovations framework guides the adoption 
and intervention plans and its attributes are integrated into the design (see Table 4-9). 
Each Diffusion of Innovations attribute is applied to HiAP broadly and to the intervention 
specifically. For example, observability applies to HiAP in that it is frequently difficult to 
observe due to HiAP’s intangible outcomes. HiAP in Delaware will use communications 
and evaluation to regularly publicize HiAP successes and outcomes in order to make the 
initiative more observable.  
 
Attribute Application to HiAP Intervention Application 
Compati-
bility 
• Context is critical to HiAP. If values, 
experiences and other contextual elements do 
not align with HiAP, it will not succeed. 
Challenging for HiAP because HiAP is 
trying to achieve structural and cultural 
change to the way processes work. 
Overall intervention is 
planned based on context.  
 
Messaging tied to 
Delaware’s context (e.g. 
collaboration as the 
“Delaware Way”)  
Complex-
ity 
• Consensus that HiAP is complex and hard to 
communicate with stakeholders because of 
its ambiguity.  
• If HiAP is too complex, stakeholders cannot 
reach shared understanding. 
• Complex for practitioners who may find it 
too broad to know how to operationalize  
Intervention built into 
existing structures that 
residents are familiar with. 
 




• HiAP is difficult to observe because of long-
term outcomes and less tangible deliverables 
• Without observable outcomes, it is 
challenging to communicate the purpose to 
stakeholders.  
• Short-term wins are important for HiAP to 
have more observability.  
• HIAs and other tools are a way to be 
observable. 
Use communications and 




• Need to show why HiAP is better than the 
status quo (more efficiency, leverage 








• There is a significant link to co-benefits, as 
other sectors need to know what they will 




• Some HiAP efforts build pilots (of 
community projects, etc.) within their efforts.  
• Not all contexts want or need pilot to 
successfully launch it. 
• Delawareans feel they have done small scale 
pilots of HiAP, demonstrating its benefits. 
Communicate prior HiAP-
related successes as reason 
to adopt new intervention  
Table 4-9. Diffusion of Innovations Theory Application 
 
The Diffusion of Innovation theory also guided adoption messaging for cross-
sector leaders at each stage of adoption. The general population is normally distributed 
across adopter categories, with the majority of the population being in the early or late 
majority (see Chapter Two, Figure 2-1) (121). It can be assumed that leaders will fall into 
every adopter category, although leaders may be skewed left into the innovator and early 
adopter categories, as leaders are typically more open to change than the general 
population. Table 4-10 provides information on tailored messaging for cross-sector 
leaders in each adopter category (121). For instance, individuals in the late majority 
category who are skeptical of change will need to be provided with concrete examples of 
HiAP success and hear messaging about how HiAP is built into existing structures in 





Category Description Message 
Innovators • Risk-Takers 
• Want to be first to 
try innovation 
• HiAP represents a new way of working 
together in Delaware. By getting involved 
early on, you’ll be at the forefront of this 
novel initiative.  
Early 
Adopters 
• Opinion leaders 
• Open to change 
• HiAP changes how we’ve worked together in 
the past in a way that will positively benefit 
your work.  
• Share infographic 
Early 
Majority 
• Comfortable with 
change 
• Need evidence of 
innovation’s 
success 
• HiAP has been implemented successfully in a 
number of different localities, states, and 
nations. Delaware’s HiAP builds on those 
successes and adapts them to Delaware. 
Late 
Majority 
• Skeptical of 
change 
• Need evidence of 
success 
• HiAP is built into an existing structure in 
Delaware and does not add significantly to 
your workload. 
• Provide concrete example of HiAP success 
and related outcomes 
Laggards • Conservative 
• Highly skeptical 
of change 
• HiAP will not change your day-to-day work. 
HiAP upholds the tradition of the “Delaware 
Way”. 
• Innovators and early adopters will engage 
laggards regularly to persuade them to be 
involved. 
Table 4-10. Messaging Based on Adopter Category 
 
Implementation Plan 
The implementation plan will move the planned activities to action through strong 
management, establishment of program procedures, and creation a viable administrative 
structure. Implementation will focus on keeping program methods and strategies intact, 
complete, and fully delivered. The Project Director will use the toolkit, which will be 
iteratively improved, and allow for the key program methods to remain intact. The 




Partnership for Healthy Communities Director will occur bimonthly and formal reports to 
the Family Services Cabinet Council (FSCC), funders, and community will be submitted 
annually. Environmental scans will ensure that intervention components align with the 
current context in Delaware and provide an opportunity for adaptations to be made, as 
needed.  
 The implementation plan takes into account Shankardass’ factors related to 
implementation, as discussed in Chapter Three. The implementation plan uses the factors 
to consider political prioritization (choosing priorities based on leader’s priorities), 
embed formal processes (HCD management structure), identify resources (through 
HCD’s funding structure), and capacity building (Policy Academies).  
Additionally, implementation was guided by the five conditions of the Collective 
Impact framework – see Table 4-11 for details. Each condition was applied to HiAP and 
used to inform intervention activities. For example, a condition of Collective Impact is 
for all stakeholders to come together around a common agenda. Common agenda aligns 
well with HiAP, as HiAP literature often states that having a common goal is critical to 
HiAP advancement. Delaware’s HiAP initiative integrates common agenda into the 
intervention by having a broad goal that appeals to sectors outside of health. Further, 
cross-sector initiatives, as described under “Intervention Components”, will pursue 
priorities of a number of different stakeholders and identify co-benefits for all involved. 










• Necessary to have skilled staff to carry out 
day-to-day activities. Many collaborative 
and HiAP efforts fail without it. 
• Helps with accountability. 
• Challenging due to lack of resources and 






• HiAP efforts need a common agenda to be 
successful, yet HiAP is often vague and 
does not clearly how decided on the 
common agenda.  
• The health sector usually states the agenda 
(to improve health) without talking to other 
sectors.  
• Some HiAP efforts have successfully 
worked with other stakeholders to find 
common agenda. 
Initiative goal is not 




decided based on 





• HiAP efforts often do not provide adequate 
or comprehensive continuous 
communications.  
• Successful HiAP initiatives have wide 
range of communications, internally and 










• Ideally activities within HiAP will be 
differentiated and leveraged by different 
group assets but this is not always the case.  
• It is not critical to HiAP success to have 
this condition, but it does improve 
efficiency. 
• Delaware stakeholders note duplication of 




to find areas of 
overlap or gaps 
Shared 
Measurement 
• Shared measurement is useful for HiAP but 
not necessary for its success.  
• Most HiAP efforts do not have shared 
measurement, some pool existing data, 
which is still challenging.  
• Useful for observability. 
Evaluation with 
range of indicators  




Funding for the intervention is expected to come from the funds allocated to the 
backbone organization from the HCD’s funding streams. This funding structure is 
anticipated and, as HCD activities have not yet begun, there is flexibility to add the 
proposed intervention to the budget, with the support of professional stakeholders and the 
community. Additionally, HCD leaders are champions of HiAP and interested in 
integrating it into HCD activities. The budget is approximately $660,000 over five years, 
or 9% of HCD’s proposed budget. See Appendix I Attachment 1 for the intervention 
budget. 
Management Plan 
It is recommended that HCD staff for the intervention be located at the University 
of Delaware Partnership for Healthy Communities. Locating staff at the university would 
provide a central space for HiAP work and the university’s new STAR campus has open 
work space available and a number of on-site resources, such as state-of-the-art meeting 
rooms and free parking. Interviewees stated that the existing Director of the University of 
Delaware Partnership for Healthy Communities is a champion of HiAP, therefore having 
the work take place where the Director can offer support and guidance is key.  
A Project Director (.75 FTE) will be a new Partnership for Healthy Communities 
staff member assigned to lead the intervention (with .25 FTE dedicated to other 
initiatives). The Project Director will serve as the backbone staff, which is outlined as 
important by the Collective Impact framework, HiAP literature, and the data analysis. 
The Project Director will be responsible for: day-to-day operations, project and 




coordinating Policy Academies, consultant oversight, stakeholder engagement, contracts, 
budgeting, and conducting environmental scans. The Project Director will need to be 
skilled in facilitation, communications, stakeholder engagement, and advancing equity. 
The Project Director will be overseen by the Director of the Partnership for Healthy 
Communities to streamline supervision and will report to the three-member management 
team monthly for updates and feedback. 
The FSCC and Leadership Council will provide general oversight and an 
accountability structure for the work. The Leadership Council will be more closely 
engaged with guiding the intervention, as they meet six times a year and provide ongoing 
feedback for HCD and the intervention. The FSCC will provide broad, annual oversight 
from the perspective of state agencies, ensuring the intervention’s work aligns with 
political priorities and builds relationships with key state leaders. Community guidance 
will be integrated from annual charrettes.  
 A consulting firm will be engaged to facilitate the annual charrettes and to 
facilitate the biannual cross-sector activities. Consultants will be trained to use the equity 
impact review tool during the master training to ensure they have the capacity to lead 
cross-sector activities. Consultants will act as a facilitator during these intervention 
elements because they can participate as neutral stakeholders, which is necessary to 
encourage stakeholders in Delaware to be open and honest, in contrast to the current 
culture of avoiding criticism. Social Impact is a small private consulting firm with 





 An evaluation expert will be engaged to conduct the evaluation from an external, 
neutral perspective. Delaware State University’s College of Health and Behavioral 
Sciences is recommended as a potential evaluator. 
 A communications firm will work with the Project Director to conduct the 
communications campaign. GillepsieHall, a marketing, public relations, and social media 
firm headquartered in Delaware, or University of Delaware’s Department of 
Communications may have the necessary expertise to carry out this work. 
 
Intervention Components 
The intervention will take place over five years with four phases. The structure 
and planning aim to sustain the efforts beyond the intervention timeframe. The 
intervention’s main components are: a communications campaign, charrettes, Policy 
Academies environmental scans, and cross-sector efforts. Legal action is not currently 
recommended for Delaware, due to the state’s incremental political nature and lack of 
cross-sector understanding of the SDOH. See Figure 4-3 for an abbreviated timeline and 






Figure 4-3. Intervention Timeline  
 
Phase One: Adoption 
Adoption activities, as described above, will take place during the first six months 
of the intervention. This process is important for relationship building and identifying 
additional champions. Delaware stakeholders generally have strong relationships across 
the state, so this component is likely shorter than it would be in other contexts but still 
necessary to ensure new key stakeholders are engaged. Relationship building will take 
place throughout all phases. 
The management and governance structure, described in the management plan, 
will be established, using existing entities, during the first six months. HCD’s structure 
provides a strong foundation for governance. The first six months will be devoted to 
hiring the Project Director and training them in facilitation and enhancing network 
linkages, as well as working with the FSCC to solidify their oversight. Support is likely 
given that FSCC has received recommendations from the Partnership for Healthy 
Communities before and one of its members is the Department of Health and Social 
Services, a member of HCD management team. The master training for the equity review 
 
 Phase 1: 
Adoption 









Year 1 (first six 
months) 
1 (second six 
months) 
2-5 (first six 
months of year 5) 
5 (last six months) 
Activity 
Conduct adoption and start-up activities     
Begin communications campaign     
Conduct first Delaware Way Policy Academy     
Conduct pilot charrette     
Conduct first environmental scan     
Continue communications campaign     
Hold two Policy Academies annually     
Conduct annual charrettes     
Conduct annual environmental scan     
Convene two cross-sector initiatives annually     




tool will be held for the Project Director, facilitation consulting firm, and other key 
stakeholders. The training will be facilitated by staff from King County Washington’s 
Office of Equity and Social Justice or another entity familiar with the tool.  
 General start-up activities will begin once the Project Director is hired and 
trained. An external evaluator will be engaged as a neutral evaluation expert for the 
intervention. The external evaluator will work with the Project Director and HiAP experts 
from the University of Delaware to plan and carry out the evaluation. The Project 
Director will begin working with the communications firm to prepare the 
communications campaign. 
 
Phase Two: Pilot Intervention Components 
 The second phase will take place over the final six months of the first program 
year and will focus on piloting the intervention components. Short-term wins will be 
achieved during Phase Two by holding the pilot charrette and HiAP- related Policy 
Academy, which will build credibility and trust with stakeholders. Data analysis and 




 A comprehensive communications plan was developed using the Diffusion of 
Innovations theory and data analysis (see Appendix I Attachment 2) to build knowledge 




communications were used throughout the plan to inform messaging that will lead to the 
desired change objectives. Communications target the priority population, leaders outside 
the health sector. Using the communications plan aids in integrating change theory across 
intervention activities, as the plan concentrates communications on desired behavioral 
changes (158).   
The communications plan includes an overarching communications strategy, 
objectives, resources, a creative brief, and two media executions. Communications for 
non-health sector leaders will occur via a wide range of channels, including local news 
coverage, monthly newsletters, and white papers. The plan will be carried out over all 
five years of the intervention, coordinated by the Project Director, and assisted by the 
communications firm. Communication materials will be piloted with the target audience 
during Phase Two and updated based on feedback. 
 
Charrettes 
 Charrettes are a community engagement process for decision-making that is often 
used in the planning sector. For example, charrettes were used in Delaware’s Plan4Health 
initiative (159). A charrette involves preparing relevant information (such as data, assets, 
and key stakeholders) and then holding a multi-day charrette where a number of internal 
and external stakeholders make a collective decision about a path forward. The charrette 
involves a visioning process, considering different solutions, prioritizing a preferred 
solution, and planning and reviewing the agreed-upon solution (160).  




process. Four days is the minimum amount of time recommended for a successful 
charrette and stakeholders can choose to participate as much or as little as desired (160). 
However, as four-days is a significant amount of time for an event, the pilot charrette will 
determine if this amount of time is feasible for stakeholders. If not, the timeline will be 
revised for future charrettes.  
Stakeholders from Delaware’s Planning Office will be engaged to ensure the 
charrette process is conducted correctly. The goal of the charrettes is to provide regular, 
genuine community engagement. With community charrettes and oversight from the 
FSCC, the intervention will be guided by both bottom-up and top-down feedback.  
HCD envisions that community capacity will be built to prioritize and carry out 
programs funded by HCD’s investment portfolio (157). Charrettes provide an opportunity 
to operationalize that vision. Each charrette will conclude with a written, public plan to 
address community priorities and outline next steps, which will be disseminated through 
communications strategies. Charrettes will be conducted annually in communities 
identified by the Leadership Council as priorities. The sustainability plan will include 
more frequent charrettes across the state, when there is more staff capacity. 
 
Policy Academies 
 The University of Delaware Partnership for Healthy Communities began holding 
Policy Academies in April 2019 to educate stakeholders on “the role policy plays in 
population health” (161). The current intervention will build on this notion and integrate 




population, regarding the SDOH, equity, multi-sector collaboration and its co-benefits, 
and the equity impact review tool. The Policy Academies will be communicated to and 
aligned with the Partnerships for Healthy Communities. Information disseminated from 
the communications campaign in conjunction with the Policy Academies will serve to 
raise awareness of the SDOH, equity, and paths to improvement. Building this capacity 
has repeatedly been noted in HiAP literature and the data analysis as important. 
Additionally, a white paper outlining key points and next steps (with stakeholders 
assigned to specific actions) will be released alongside each Policy Academy to increase 
its visibility and disseminate outcomes to a larger audience. 
 During Phase Two, an initial HiAP Policy Academy will be held, and the process 
will be examined and improved as needed. For an example agenda, see Appendix I. The 
initial HiAP Policy Academy will be framed as a launch for the first cross-sector 
initiative (described below), in order to build momentum and demonstrate observable 
HiAP activities. At least two Policy Academies per year will be held and topics may 
repeat, depending on need. Momentum will continue to be generated by regularly 
publicizing outcomes of each Policy Academy (e.g. connections made, skills built). The 
events will be held in partnership with a stakeholder from the Community Investment 
Council, which provides an opportunity for collaborating without asking a great deal of 
Council members and provides positive public relations for all involved. 
 
Environmental Scans 




aware of the changing context throughout the year, an annual environmental scan will 
provide a regular, structured review of internal and external contexts and highlight 
political, cultural, and economic changes that could impact HiAP or open windows of 
opportunity (162). The scan will also look for duplications and gaps in services, and 
analyze relevant power structures. It will also provide information on the change in 
environment over time. The scan should include relevant factors outside the state to learn 
from other state’s efforts. The first environmental scan will take place at the end of Phase 
Two. Environmental scans have been used successfully in public health to assess internal 
and external factors and plan next steps (163). See Appendix I for a template 
environmental scan. 
 
Phase Three: Intervention Implementation 
 During Phase Three the annual charrettes, biannual Policy Academies, annual 
environmental scans, and communications will continue. The final component, cross-
sector initiatives, will be integrated during this phase. 
 
Cross-Sector Initiatives 
 Leaders from across sectors need to be actively engaged to find and implement 
opportunities to consider equity in decision-making. The intervention’s cross-sector 
initiatives will provide a platform for this to begin on a small scale, using the equity 
impact review tool as a guide. The Project Director will provide technical assistance on 




measures will be identified to ensure shared responsibility for outcomes, which is 
considered a best practice in HiAP. A representative from the health sector should be 
included in each cross-sector initiative. The framing of the initiatives will not be focused 
on health, to avoid alienating stakeholders. 
The Project Director, working with the management team and Leadership 
Council, will identify a priority action (e.g. recently created plan or policy) for each 
iteration of the initiatives. As the Leadership Council includes a wide range of multi-
sector partners, it is well-positioned to identify priorities. The Project Director and 
management team must also consider community priorities identified during charrettes 
and political priorities, such as those of the FSCC, when deciding on an action to cover. It 
is strongly suggested that the initiatives begin with concrete items on which it can have a 
clear and observable impact. For example, if the FSCC is considering a workforce 
development plan to implement across agencies, the cross-sector initiative could propose 
to review the plan using the equity impact review tool and provide recommendations.  
At least two cross-sector initiatives will be convened annually, beginning in the 
second year of the intervention. During the third year, the Project Director should identify 
potential initiatives that could focus on integrating equity into funding mechanisms, to 
achieve one of the strategies outlined by Gase et al. that is used less frequently in the 
HiAP field. As the Delaware Community Foundation is part of the management team, it 
is likely there will be support for this.  
At the conclusion of each cross-sector effort, a brief white paper will be written to 




Stakeholders within each initiative will be assigned responsibilities for moving the 
recommendations to action. 
 
Phase Four: Sustainability and Final Evaluation 
 Phase Four, the second six months of Year 5, will end the formal intervention 
period and begin the implementation of the sustainability plan (see Appendix I 
Attachment 4). Institutionalizing a HiAP approach in any context is vital to improving 
health and equity over time. Ongoing integration of health and equity into decision-
making processes ensures thoughtful consideration of how policies, programs, and 
decisions influence health and equity. The majority of HiAP initiatives have been in 
existence for ten years or less – even those initiatives that are considered mature have 
typically been in place for five to ten years. Data analysis and the literature review found 
relatively little information on HiAP sustainability; it is likely too early to examine 
comprehensively how mature HiAP sites have been sustained so far. However, the data 
did point to several findings for how HiAP initiatives have been sustained beyond initial 
activities, which are outlined in the sustainability plan. 
 The sustainability plan outlines five ways to institutionalize HiAP: 1) build 
capacity; 2) continue to balance formal and informal approaches; 3) be flexible; 4) 
maintain momentum; and 5) remain low cost. Sustainability activities also include 
dissemination of findings from the evaluation and consistent communications about 
tangible HiAP outcomes. Lessons learned from the intervention will be integrated into 




Sustainability work will take place during the last six months of Year 5. The 
evaluation will be completed and reviewed by stakeholders to identify changes needed 
during the next iteration of HiAP. 
 
4.2.6 Intervention Mapping Step Six: Plan for Evaluation 
The final step in the Intervention Mapping framework is creating an evaluation 
plan. The evaluation plan includes the evaluation design and methods, questions, 
indicators, and a plan for data collection and analysis. Both process and outcome 
evaluations will be conducted. The goal of the evaluation is to examine program efficacy 
and inform future HiAP efforts. 
Comprehensive evaluation of HiAP is widely noted as a gap in the field. With 
distal outcomes that are often tied to complex systems, it is challenging to evaluate 
HiAP’s effect on health and wellbeing. HiAP evaluators tend to focus on process 
evaluation and short-term outcomes. The evaluation for Delaware’s HiAP approach is 
based on Gase et al. article on HiAP evaluation and the recent evaluation conducted by 
South Australia, which are two of the more comprehensive evaluation articles to date 
(77,164). As stated as best practice by both articles and evaluation practice overall, the 
intervention logic model (Figure 4-2) is used to guide the evaluation. 
An evaluation expert will be engaged to conduct the evaluation from an external, 
neutral perspective. HiAP and evaluation experts from the University of Delaware will be 
consulted regularly about the evaluation but will not carry out the evaluation tasks due to 




Evaluation Question and Method 
The evaluation will use a longitudinal, quasi-experimental design with mixed 
methods. Quantitative components will include the Wilder Collaboration Factors 
Inventory, a supplemental questionnaire, satisfaction scale, activity logs, and checklists. 
Qualitative components will include key informant interviews with HCD staff, 
consultants, and non-health leaders. 
The process evaluation will examine the feasibility of this novel approach and 
identify best practices and barriers in implementation. Process evaluation questions focus 
on indicators from the logic model’s outputs. Process evaluation elements are based on 
elements identified as best practices in process evaluation literature (165,166). The 
elements are: fidelity, to measure the quality of implementation; dose delivered, for the 
amount of the program implemented; dose received, to look at the extent to which 
participants used program resources; reach, to examine the extent the priority population 
participated; recruitment, to identify the extent of participation recruitment; and context, 
to examine the impact of the environment on the intervention (166). See Table 4-13 for 
process evaluation questions, indicators, data sources, methods, timing, and analysis 
information. 
Measurement validity for the process evaluation tools will be increased through 
using satisfaction scales that have been used in other peer-review studies and observation 
checklists that match the procedure manual (and staff perception). Measurement 
reliability will be increased by detailed data collection strategy and training of staff, 




mixed methods approach overall. 
The outcome evaluation questions examine short-term outcomes related to the 
priority population’s knowledge, beliefs, and actions. The outcome evaluation is 
restricted in scope based on available resources and being in the early stages of the 
complex implementation of HiAP, and therefore, is focused on short-term outcomes. As 
the project is sustained and HiAP evaluation literature develops, evaluators should 
consider intermediate and long-term impacts.  
Table 4-12 provides an overview of the outcome evaluation study design. A 
baseline measurement using the Wilder Collaboration Factors Inventory, supplemental 
questionnaire, and interviews will take place during Phase One, followed by four 
observation periods (annually, beginning Year 2), with the final observation taking place 
six months after the intervention is completed. Throughout the outcome evaluation non-
health leaders involved in intervention activities will be compared to non-health leaders 
in Delaware who did not participate in any intervention activities. Non-health leaders 
who do not participate in the intervention will be recruited through purposive and 
snowball sampling.  
 
Group Baseline Obs 1 Obs 2 Obs 3 Obs 4 Obs 5 
Engaged non-
health leaders 
P P1 P2 P3 P4 P5 
Not engaged non-
health leaders 
C C1 C2 C3 C4 C5 
“P” = participants, “C” = comparison group 
Blue cells indicate involvement in intervention  





For the outcome evaluation, the Wilder Collaboration Factors Inventory will be 
disseminated annually in conjunction with a supplemental questionnaire that asks specific 
questions that address all outcome evaluation questions. The Inventory and supplemental 
questionnaire will be paired with key informant interviews with non-health leaders 
engaged in the intervention and non-health leaders who are not. Table 4-14 provides 
details on the outcome evaluation. The target for improvement of each outcome 
evaluation question is 15% from baseline. This is a conservative estimate as no literature 
on HiAP provides a reliable target percentage for change. Outcome evaluation results 
will be regularly compared to the findings of the annual environmental scans, to provide 
guidance on changes in context. 
Qualitative question guides will be developed using best practices to strengthen 
validity and decrease researcher bias (e.g. confirmation bias). Reliability of all 
instruments used will be increased to the fullest extent possible through a detailed data 
collection strategy and training of staff. All evaluation activities are designed to be of 
interest to stakeholders. The evaluation will help guide iterative program changes, aid in 
explaining outcomes, and build credibility for stakeholders. 
The core evaluation questions and methods for the intervention are outlined in 
Tables 4-13 and 4-14. It is expected that as HCD makes iterative improvements to reflect 
changes in context, questions will be added. Further, there are several limitations of the 
evaluation. There is the potential for response bias due to self-reported data, which will 
be minimized by comparing results to the annual environmental scans. Selection bias is 




who did not. To minimize this bias, the evaluators should control for differences in the 
groups. Additionally, the communications campaign may confound the results of the 
outcome evaluation, as the strategies will likely reach those who are and are not engaged 
in the intervention, which evaluators will control for during analysis. 
 
Dissemination 
The Project Director will meet with the evaluator quarterly to share activity logs 
and checklists, and discuss the coordination of the evaluation. Quarterly meetings ensure 
that the evaluator receives collected data in manageable sizes and that potential issues are 
addressed as early as possible. Annual evaluation reports will be sent from the evaluator 
to HCD staff for each year of the intervention, with final results compiled three months 
after the final point of data collection. Results will be shared with the Leadership 
Council, Community Investment Council, FSCC, and community members using 
strategic communications that align with each stakeholder group. Such communications 
will aid sustainability by bolstering support for the work. The Project Director will also 
post results on HCD’s website and share via social media. Evaluators should submit 
manuscripts for publication to help build HiAP evaluation literature. The evaluation 




Process Evaluation Overview 
Evaluation Question Indicators Data Source Data Collection 
Method 
Timing Data Analysis 
1. Fidelity: To what 
extent was the 
intervention plan 
implemented as planned 
and outlined in the 
toolkit? 
















Calculate score based 




2. Dose Delivered: 













initiatives / target 
number for each type 
of activity as defined 
in the intervention plan 
Project Director 
and consultants 




of number of 
activities occurred by 
total number of 
activities planned 
3. Dose Received: To 
what extent were non-
health leaders satisfied 
with the Policy 
Academies and cross-
sector initiatives? 
Number of non-health 
leaders responding 
with at least 4 out of 5 
on satisfaction 
questions / Number of 












and after the 






satisfaction scales by 
percentage 
4. Reach: What 
proportion of sectors 
participated in Policy 
Number of sectors 
participating / Number 
of total sectors 




of number of sectors 
participating by total 




Process Evaluation Overview 
Evaluation Question Indicators Data Source Data Collection 
Method 
Timing Data Analysis 
Academies and cross-
sector initiatives? 
determined by sectors 
listed in the State of 
Delaware’s annual 
economic report) 
5. Recruitment: What 
recruitment procedures 
were followed to recruit 

















6. Context: What were 
facilitators and barriers 
to implementing the 
intervention? 



















Outcome Evaluation Overview 
Evaluation Question Indicator Operational Definition Instrument Data Collection 
Plan 
Target 
1. To what extent, if at all, 
did intervention impact 
non-health leaders’ ability 
to explain what the SDOH 
and equity are? 
Percentage of non-
health leaders who 
correctly define 
SDOH and equity  
Percentage of non-
health leaders who 
change from incorrectly 
defining terms to 









2. To what extent, if at all, 
did intervention impact 
non-health leaders’ belief 
that they have the ability 
to engage constructively in 
multi-sector collaboration? 
Percentage of non-
health leaders who 
state they believe 






health leaders who 
change from not 
believing in their ability 
to engage 
constructively to 






















3. To what extent, if at all, 
did intervention impact 
non-health leaders’ ability 
to identify multi-sector 
partners to collaborate 
with? 
Percentage of non-
health leaders who 
state they have the 
ability to identify 
multi-sector partners 
to collaborate with 
Percentage of non-
health leaders who 
change from not 
believing in their ability 
to identify partners, 














4. To what extent, if at all, 
did intervention impact 
non-health leaders’ ability 
to identify the co-benefits 
of participating in multi-
sector collaboration? 
Percentage of non-
health leaders who 






health leaders who 
change from not 
identifying co-benefits 
to identifying at least 















5. To what extent, if at all, 
did intervention impact 
Percentage of non-
health leaders who 
Percentage of non-










non-health leaders’ ability 
to outline a plan to 
integrate health and equity 
into considerations? 
state they have 
outlined a plan to 
integrate health and 
equity into 
considerations 
change from not 
outlining a plan to 














4.3 Toolkit Development and Utilization 
The Intervention Mapping framework provided a comprehensive, theory-based 
process to operationalize HiAP and adapt it to Delaware’s context. The application itself 
moves through critical change methods and theories, which is necessary to create a strong 
intervention. However, in its current state, the intervention plan would likely not be used 
by Delaware stakeholders due to its length, density, and level of detail. To translate the 
findings of this study into practice, a toolkit (Appendix I) was created to provide a 
platform for Delaware’s public health leaders to move the intervention to action. 
The toolkit was designed to be brief, visually appealing, and practical. All key 
intervention elements are included along with the goals and objectives, management 
structure, needed materials, timeline, budget, communications plan, evaluation plan, and 
sustainability plan. The evaluation plan in the toolkit mirrors Step Six to ensure 
evaluation activities closely follow the detailed plan and because evaluators will require 
as much information as possible. Two key stakeholders in Delaware will review the 
toolkit and recommend areas of improvement, which will be updated. The toolkit will be 
disseminated to key stakeholders throughout the state, including to the leaders of Healthy 
Communities Delaware, for potential implementation.  
The toolkit should be utilized by public health leaders in Delaware. Leaders 
should use the toolkit as a comprehensive plan they can implement in the near-term. The 
toolkit provides an alternative to the HiAP Collaborative, which may be dissolved upon 
implementation of the recommended actions. The toolkit identifies relevant materials and 




media executions to build support for HiAP. The toolkit provides a linear structure to 
implementation, but leaders should plan to respond to contextual changes and modify the 
timeline, as needed.   
 
4.4 Conclusion 
This chapter applied the Intervention Mapping framework to HiAP and adapted 
HiAP to fit Delaware’s context. The application used data from the study and a literature 
review to guide decisions. Several theories, including the Diffusion of Innovations theory 
and Collective Impact framework, were applied within the Intervention Mapping process. 
This study is the first to apply Intervention Mapping to HiAP and demonstrate how a 
complex, ambiguous approach such as HiAP can be operationalized through Intervention 
Mapping. 
HiAP in Delaware is purposefully not focused on addressing one specific health 
or social issue. This intervention is designed to be a structure for effective collaboration 
on a wide-range of issues. Along with the activities completed, white papers released, and 
plans created, stakeholders will be assigned roles to carry out next steps identified by 
each document. This will ensure that the activities lead to tangible outcomes. 
There are several strengths and limitations regarding the current study’s 
application of Intervention Mapping to HiAP and the resulting intervention plan. A 
benefit of using the rigorous process of Intervention Mapping is that it integrates data, 
context, and theory, leading to a strong plan grounded in behavioral and environmental 




communications plan, which fills a gap in the Intervention Mapping framework and 
HiAP practices. The intervention itself is strong because it outlines concrete steps to 
adopt and implement HiAP, which Delaware has been working towards but has not 
achieved comprehensively to date. 
Limitations include that the intervention is limited in what it can achieve. The 
outlined intervention will not systematically integrate health and equity into all decisions 
in the state immediately. In the short-term, Delaware creates the necessary foundation for 
systematic integration by building cross-sector capacity, engaging community, building 
relationships, and increasing knowledge of the SDOH and equity. While it would be ideal 
for systematic integration to occur during the intervention period, it is currently not 
feasible. The designed intervention does reflect contextual realities and effective change 
methods that are achievable yet incremental. As Delaware builds capacity and a shared 
understanding, leaders should pursue systematic integration in the coming years. 
This study demonstrates that the Intervention Mapping framework can 
successfully be applied to HiAP. Practitioners in other jurisdictions who are considering 
HiAP but unsure how to start or strengthen their efforts should utilize the Intervention 






5.1 Overview  
Chapter Five outlines a summary of the study findings, recommendations, and 
next steps. My study provides novel information about Health in All Policies (HiAP) 
practices and details an actionable HiAP intervention for the state of Delaware. This work 
will aid practitioners and researchers within and outside of Delaware in creating and 
improving HiAP efforts. With guidance from the recommendations and next steps 
discussed in this chapter, public health researchers and practitioners will be better able to 
advance the systematic integration of health and equity in decision-making across sectors. 
This research sought to answer two questions: 1) “What Health in All Policies 
adoption and implementation models are appropriate for the state of Delaware?” and 2) 
“Using the Intervention Mapping framework, how can such models be adapted to the 
state?” To answer the questions, the study achieved three aims (described in Section 5.2), 
which led to the creation of a HiAP approach for the state of Delaware that incorporates 
several relevant theoretical models. The ultimate goal of this study was to contribute to 
improving health and equity in Delaware, over time, through the development of 
guidance to implement HiAP.  
 
5.2 Summary of Study Findings and Contributions 
 The study had three aims: 1) identify and examine existing HiAP programs, 
internationally and nationally; 2) examine current context in Delaware; and 3) develop a 




successfully accomplished the three aims, which resulted in a comprehensive, practical 
plan for Delaware to adopt and implement HiAP. Key findings from each aim are 
presented below, alongside their contributions. 
 
5.2.1 Aim One Findings and Contributions 
Three key findings emerged from the analysis of Aim One: 1) HiAP practitioners 
do not adequately use strategic communications to increase buy-in across sectors; 2) the 
scope and reach of HiAP is influenced by the degree of institutional power held by the 
lead organization and cross-sector partners; and 3) practitioners do not fully recognize the 
importance of being adaptable throughout HiAP implementation, which hinders 
sustainability. HiAP best practices were also confirmed and synthesized. 
First, I found that HiAP practitioners do not adequately utilize strategic 
communications when engaging external stakeholders. External stakeholders include 
potential HiAP partners across sectors, such as leaders in the transportation or education 
fields, and the community broadly, such as local residents. Strategic communications are 
targeted communications and messaging that achieve a concrete objective for a defined 
target population. Themes from the document review and interviews underscored the 
importance of consistent, effective communications among external stakeholders as a 
critical element of HiAP. Despite consensus that communications need to be used, reports 
of HiAP initiatives lack comprehensive information on planned communications with 
external stakeholders. My findings suggest that HiAP practitioners do not use 




communications plans) to advance HiAP, which may be a barrier to integrating health 
and equity into decision-making. 
This finding contributes to the field in two main ways: 1) by identifying the 
communications gap in HiAP practice and providing recommendations to practitioners 
and researchers; and 2) by developing a comprehensive HiAP communications plan for 
Delaware. By identifying the lack of strategic communications in HiAP, practitioners 
may consider more deliberately building communications into their work and reporting 
out on their progress. Similarly, researchers can support this work by identifying and 
disseminating information about relevant communications theories and tools. 
Additionally, this study provides practitioners with a comprehensive communications 
plan (in the toolkit) that can be used as a template for other geographic contexts. The 
communications plan includes potential strategies, objectives, messages, and channels for 
HiAP communications in Delaware. No comprehensive strategies or plans for HiAP 
communications had been developed prior to this study. 
Second, the theme of power, particularly institutional power, emerged during 
analysis. Institutional power reflects1) the need for institutions with influence to 
implement HiAP and 2) the need for powerful cross-sector institutions to support the 
approach. My findings suggest that HiAP practitioners within powerful institutions can 
leverage the related power to advance their efforts, and that cross-sector institutions can 
bring their own organization’s power to HiAP. Public health alone does not have the 
power to address the social determinants of health (SDOH) and the influence of other 




The current study provides the field with a call to action to systematically 
examine institutional power in the context of HiAP. It appears that only one peer-
reviewed article meaningfully discusses institutional power in HiAP (167) and two recent 
articles have called for research to be conducted on the role of power in HiAP broadly 
(168,169). Researchers can use this study as a foundation for comprehensively analyzing 
institutional power in HiAP. 
Third, the findings from Aim One show that an important, if under-recognized, 
HiAP practice is being flexible in how the approach is carried out, in order to meet goals 
and be sustained. Flexibility can include modifying the tactics used to achieve aims, such 
as focusing on educational efforts rather than changing decision-making structures. It is 
important to plan to be adaptable from the beginning of HiAP efforts, so changes are 
anticipated and can be made smoothly. The interviews and document review of HiAP  
demonstrate that to advance HiAP principles sustainably, health and equity need to be 
integrated into decision-making in ways that best reflect the context at any given time. 
My study’s findings highlight the importance of adaptability in HiAP and 
encourage practitioners to integrate it into their work. Further, within the toolkit, I 
provide an actionable way to build flexibility into HiAP in a planned and meaningful 
way, through the description of regular environmental scanning.  
The study also confirms a number of HiAP best practices identified by the 
literature and provides a synthesized overview of the practices (see Table 5-1). Eleven 
best practices for HiAP overall were found, including: achieving short-term wins to build 




securing adequate staff and funding to carry out work. It is also important to evaluate 
HiAP efforts, promote a shared understanding of the SDOH and equity, and continuously 
build relationships across sectors. While every HiAP initiative may not need to use all 
eleven best practices to meet their goals, the findings suggest that the more practices 
used, the more likely a HiAP effort is to succeed. By synthesizing these components, 
practitioners will be able to identify the practices and consider how to integrate them. 
 
Best Practice Overview 
Achieve Short-
Term Wins 




HiAP approaches are flexible to meet the needs of any context. All 
HiAP approaches must consider how to adopt and implement HiAP 
based on context. 
Be Flexible 
As contexts change, HiAP needs to change with them. HiAP 
approaches need to be ready to pursue new windows of opportunity. 
This is critical for sustainability. 
Build 
Relationships 
Relationships across are the foundation of HiAP. Relationship building 




Co-benefits (the positive outcomes of HiAP that will benefit each 
partner) need to be clearly and consistently communicated to 
stakeholders. Health cannot be seen as the sole driver of the approach.  
Engage 
Community 
Integrate the voice of community into HiAP to combine both bottom-
up and top-down approaches. 
Evaluate 
HiAP outcomes need to be measured to make consistent improvements 
and to show observable outcomes to stakeholders. Evaluations are an 
ongoing challenge for HiAP. 
Identify 
Champions 
Champions, both administrative and political, need to provide vocal 
support in order get significant buy-in and secure resources. 
Promote Shared 
Understanding 
Stakeholders need to understand the SDOH and equity in order to be 
motivated to be involved in HiAP. 
Secure 
Resources 
Adequate staffing and financing is necessary to advance HiAP. This is 
consistently a challenge. 
Use formal and 
informal 
approaches 
Many HiAP initiatives aim to have a formal structure in place (e.g. 
legislation), even if there is low stakeholder buy-in and few results. A 
combination of formal and informal approaches is strongest. 




5.2.2 Aim Two Findings and Contributions 
 Aim Two led to wide-ranging information about Delaware’s cultural, political, 
and economic context. I used Shankardass’ contextual factors for HiAP adoption and 
implementation as a framework to study Delaware’s context (48). Shankardass’ factors 
provided a structure to systematically consider the different contextual elements that may 
impact HiAP. Contextual factors for HiAP adoption in Delaware included the critical role 
of relationships within the state, the strong partnerships between the public and private 
sectors, and the context’s incremental political nature. Implementation contextual factors 
included that there is no current political prioritization of HiAP nor formal process to 
implement it. However, there is sufficient capacity in the state to advance the approach 
(see Chapter Three, Tables 3-2 and 3-3 for further information). 
The study used qualitative research and a questionnaire to examine the contextual 
element of collaboration. I found significant pride in Delaware’s collaborative spirit, with 
organizations increasingly working together across sectors. Patterns in the qualitative 
findings showed how Delawareans felt that collaboration was integral to their work and 
that collaboration occurred often. This was mirrored in the findings from the 
questionnaire, using the Wilder Collaboration Factors Inventory, which illustrated that 
respondents did not see any factor of collaboration as a weakness and that one third of 
collaboration factors are considered strengths in the state (137).  
The Aim Two findings contribute to the field in two ways. First, my findings 
demonstrate the utility of Shankardass’ framework when considering how to adapt HiAP 




Those who are considering how to create a HiAP effort for their geographic context can 
use Shankardass’ framework and my study’s application of it as a guide for their own 
work. Second, Delaware’s public health practitioners can use the findings regarding 
Delaware’s context to inform HiAP efforts and other, related aspects of their work. For 
example, findings demonstrated that Delawareans inside and outside of public health 
prefer work to be done within existing structures and entities. Therefore, new initiatives 
related to the SDOH and equity are likely to be better received if they are integrated into 
existing efforts. The results of Aim Two demonstrated a strong foundation for HiAP 
adoption in Delaware and can inform future initiatives.  
 
5.2.3 Aim Three Findings and Contributions 
 Aim Three used the findings from Aims One and Two to create a HiAP toolkit for 
Delaware. By joining HiAP best practices with Delaware’s context and using the 
Intervention Mapping framework to develop an intervention plan, the research led to a 
comprehensive, theory-based HiAP plan with measurable objectives for the state (75). 
The plan includes performance and change objectives, detailed intervention activities, a 
communications plan, a proposed HiAP management and governance structure, an 
evaluation plan, and a sustainability plan.  
Within the Intervention Mapping framework, the Diffusion of Innovations theory 
and Collective Impact framework were applied to HiAP adoption and implementation, 
respectively (51,120). The Diffusion of Innovations theory played an important role in 




focused on awareness of the innovation, initial adoption of the innovation, and ongoing 
use of the innovation. The five conditions of Collective Impact helped shape an 
intervention that is based on best practices in collaboration.  
Four contributions resulted from the completion of Aim Three. To start, my work 
is the first to apply the Intervention Mapping framework to HiAP and demonstrate the 
framework’s utility in creating a theory-based, practical approach with measurable 
objectives to its implementation. HiAP is complex and the field will benefit from having 
a step-by-step framework to operationalize the intervention and an example of the 
framework’s use as well as clear and measurable objectives to guide evaluation of the 
intervention. 
Second, the study demonstrated how the Diffusion of Innovations theory and 
Collective Impact framework can assist with HiAP adoption and implementation. In 
particular, practitioners can use the key attributes of the Diffusion of Innovations theory 
to guide HiAP communications and use this study as an example. Table 4-9 in Chapter 
Four provides a template for using the Diffusion of Innovations theory in other 
geographic contexts. My study also provides practitioners with an outline for applying 
the five conditions of Collective Impact to help shape a HiAP implementation process 
based on best practices. Together, the theories provided important guidance to the 
adoption and implementation of HiAP, which can be used across the field. 
Third, this study provides Delaware practitioners with a toolkit to adopt and 
implement HiAP. The toolkit is designed for practitioners to take action on HiAP in a 




provides concrete tools, templates, resources, and motivation to adopt and sustain the 
intervention and it builds Delaware’s capacity to carry this intervention forward. The 
evaluation plan included in the toolkit provides Delaware practitioners with the guidance 
needed to monitor and evaluate the intervention, measure its effectiveness, and iteratively 
improve the work. The plan will help move Delaware towards integrating health and 
equity into decision-making across sectors. 
Finally, my dissertation demonstrates the importance of assessing contextual 
readiness prior to adopting and implementing HiAP. By using the Intervention Mapping 
framework to thoroughly consider various aspects of Delaware’s context, such as 
political, economic, and cultural factors, I was able to shape an intervention to the state’s 
needs. Often in public health, practitioners advance to implementation without having 
fully assessed the community and its current state, which may weaken the approach or 
reduce its likelihood for success. This study shows the value in assessing contextual 
readiness, specifically for HiAP, and how it can be used to strengthen intervention 
planning. 
With this study, I hope to inform Delaware’s public health work and the HiAP 
field more broadly. While the study focused on Delaware, the findings can be applied to 
other HiAP contexts to build and strengthen their approaches. Additionally, the Delaware 
HiAP toolkit can be used as a template and adapted as appropriate by other jurisdictions 






 Public health leaders in Delaware, HiAP practitioners, and HiAP researchers can 
use the findings from this study to advance their work. Below are recommendations for 
each of those groups. 
 
5.3.1 Recommendations for Delaware 
 This study aimed to provide Delaware’s public health leaders with a 
comprehensive, theory-based approach to adopting and implementing HiAP in the state. 
There are four key recommendations for Delaware leaders: 1) use the toolkit to advance 
HiAP; 2) allocate the necessary resources to HiAP; 3) communicate with staff and 
partners about the benefits of HiAP; and 4) be flexible throughout HiAP adoption and 
implementation.  
First, Delaware’s practitioners should use the toolkit to advance HiAP by 
implementing the thorough set of activities outlined. For example, the intervention 
includes convening cross-sector initiatives to review the potential impacts of plans and 
policies on equity. The cross-sector initiatives will be a small-scale approach for 
integrating equity into decision-making across sectors, and, therefore, will advance the 
principles of HiAP. The intervention’s proposed activities – such as communications, 
educational forums, and community engagement events – are based on theory and 
measurable objectives, and are meant to be sustainable and scaled, as needed. These 





Second, in order to move the intervention forward, Delaware’s public health 
leaders should dedicate the necessary resources to implementing HiAP, such as 
committing funding from Healthy Communities Delaware and staffing from the 
University of Delaware’s Partnership for Healthy Communities. The toolkit provides an 
opportunity to integrate HiAP into existing public health initiatives in Delaware by 
establishing HiAP’s structure within Healthy Communities Delaware. This is a strong, 
cost-effective approach to incorporating health and equity considerations into day-to-day 
work without adding to an already complex public health system. The toolkit provides 
Delaware’s public health leaders with a strong foundation to move the principles of HiAP 
forward, which cannot be accomplished without the necessary resources. 
Third, Delaware’s public health leaders should also communicate to their staff 
and cross-sector leaders that HiAP is a worthwhile, efficient approach to improving 
health and equity. HiAP’s direct influence on health is challenging to demonstrate, as the 
approach is long-term, dynamic, and systems-level. However, evaluations of existing 
HiAP efforts show it leads to process improvements – a critical foundation for change 
(21,77,82). Beyond process improvements, a body of literature supports the impact cross-
sector policies and programs can have on health, which is a key aspect of HiAP. Studies 
of housing, employment, and economic policies, among others, have demonstrated 
policies outside the health sector impact health (83,84). The evidence base for HiAP itself 
is still emerging; however, the evidence for a key element of HiAP — improving health 
through cross-sector work — is strong and Delaware’s leaders should make that known. 




and be prepared to take incremental steps, as needed. For instance, the state is generally 
resistant to major changes to the status quo. Therefore, public health leaders should use 
relatively small HiAP activities, such as raising awareness through communications, to 
advance HiAP in a way that reflects the current sentiment in Delaware.  If an opportunity 
arises to more systematically build the consideration of health and equity into Delaware’s 
structures, such as through political prioritization from the governor, Delaware leaders 
should be prepared to act. Leaders should have materials prepared if high-level officials 
want to know ways to integrate health and equity into decision-making. Similarly, leaders 
should consistently seek out the perspectives of community members and be responsive 
to community priorities. As the community’s priorities change, leaders should adapt 
HiAP accordingly. Delaware’s public health leaders will more effectively advance HiAP 
by having the flexibility to implement HiAP incrementally as well as pursue open 
windows of opportunity. 
 
5.3.2 Recommendations for Practitioners 
 HiAP practitioners in the US and abroad have been building a movement 
in public health to systematically consider health and equity in all sectors. HiAP 
practitioners should continue this work and use the findings from my study to strengthen 
their efforts by considering the updated essential elements of HiAP (described below) and 
synthesized best practices, and adapting their work accordingly. For example, an existing 
HiAP effort may review the study findings and identify that their initiative is not prepared 




addressing this by integrating regular environmental scans into their work. 
Next, I recommend that HiAP practitioners at any stage in the process consider 
the role strategic communications plays in their work and how they can use it to 
purposefully advance HiAP. Communications can be small, such as through personal 
networking, or broad, through mass media approaches. Messaging should include 
building knowledge and motivation for addressing the SDOH and equity as well as 
promoting the positive, observable outcomes of HiAP identified during evaluation. When 
using communications to connect with key HiAP stakeholders, the communications 
should be used frequently and in a way that best meets the needs of the context. When a 
new HiAP initiative is being formed, communications should be integrated as early as 
possible. 
 HiAP practitioners have noted the difficulty of HiAP adoption in certain contexts 
and cited HiAP’s complexity and intangible outcomes as part of the issue. The Diffusion 
of Innovations theory supports that unobservable, complex innovations are less likely to 
be adopted. The Diffusion of Innovations theory and HiAP best practices can help 
overcome such barriers. For example, having smaller, tangible outcomes throughout 
HiAP (such as using the equity review tool or achieving short-term wins) make HiAP 
more observable. Additionally, using communications strategically can help present 
HiAP in a less complex way. 
Practitioners should also strongly consider partnering with academia to leverage 
resources, build theory-based practice, evaluate HiAP, and disseminate findings. 




capacity to implement complex interventions. Academics can assist by bringing their 
understanding of the literature, best practices, and research to the work as well as training 
future public health practitioners to engage in HiAP. Additionally, researchers trained in 
systems-level evaluation can provide needed guidance to practitioners who aim to assess 
their HiAP efforts. Together, academics and practitioners can move research to action in 
a meaningful way and widely disseminate their findings to advance HiAP.  
 
5.3.3 Recommendations for Researchers 
 Three main recommendations are suggested for researchers: 1) address gaps in 
HiAP literature regarding institutional power and strategic communications; 2) refine 
Rudolph et al.’s essential elements to include communications and flexibility; and 3) 
partner with practitioners to meaningfully and comprehensively advance HiAP. 
Researchers around the world have contributed significantly to HiAP literature 
over the last decade. As the field continues to grow, academics will need to address 
identified gaps in the research. For example, the current study finds a dearth of research 
on the roles of institutional power and strategic communications in HiAP. Regarding 
institutional power, my study found that it plays a role in the influence of HiAP lead 
organizations and their cross-sector partners, which can greatly impact the success of 
HiAP efforts. However, no study has been devoted to examining the role of institutional 
power and how it can be leveraged to more successfully advance HiAP. Researchers 
should apply theories of institutional power — especially those that have been used in 





 Academics should also build on my findings to study strategic communications to 
cross-sector stakeholders. Researchers should consider how models beyond the Diffusion 
of Innovations theory can influence HiAP communications and translate those findings 
into concrete recommendations for practitioners. HiAP would also benefit from message 
testing to see what types of messages are most effective and what content is most 
powerful. While findings would differ between contexts, the research would provide a 
model for others to build on.     
 Second, scholars should also refine Rudolph et al.’s five key elements of HiAP, 
which are: 1) promoting health, equity, and sustainability; 2) supporting inter-sectoral 
collaboration; 3) benefiting multiple partners; 4) engaging stakeholders; and 5) creating 
structural or procedural change (22). While this study generally supports those elements, 
two updates are needed based on the results: a sixth element, flexibility in HiAP tactics, 
should be added and communications should be considered across all six elements. The 
changes will guide future development of HiAP to include the critical components of 
flexibility and communications, which will strengthen HiAP efforts overall. 
Finally, as described above, academics should partner with practitioners to build 
evidence-based HiAP approaches. Through the use of Intervention Mapping, relevant 
theories, and information about context, researchers can aid communities in creating 
impactful HiAP approaches, while also building the literature. Additionally, researchers 
skilled in evaluation should connect with on-the-ground HiAP efforts to explore potential 




identification of actionable steps for practitioners to take to improve their work. 
Academics should continue to disseminate HiAP findings frequently to further the field. 
 
5.4 Next Steps  
 Several action steps will help move this research forward. First, the toolkit will be 
disseminated among public health leaders in Delaware. Two of Delaware’s public health 
leaders will provide feedback on the toolkit and it is expected that they will champion the 
study’s recommendations to Delaware’s public health community. The champions and 
other key stakeholders throughout the state will need to advocate for the toolkit’s 
adoption and allocation of resources for the work. In order to accomplish this, champions 
will be reminded of how the toolkit aligns with their goal to improve equity statewide and 
the mission of Healthy Communities Delaware. Technical assistance will be offered to 
public health leaders before and during use of the toolkit, in order to provide additional 
resources and overcome unexpected challenges. 
 Beyond Delaware, a manuscript will be submitted for publication and the toolkit 
will be placed online in order to disseminate information about this study’s findings to 
researchers and practitioners globally. Contact information will be included in the toolkit 
and manuscript to connect with individuals who have questions or need additional details. 
The user-friendly toolkit will provide practitioners with guidance to inform their daily 
work and will motivate them to adapt their efforts using the provided templates and ideas 
generated from the toolkit. Additionally, academics can build on the study and conduct 




advance the field. 
 Over time, I hope this study helps more jurisdictions adopt and implement HiAP 
in ways that fit their contexts. With HiAP, health and equity can be more widely 
considered by those outside the health sector and, over the long-term, improve population 
health in a meaningful way. 
 
5.5 Conclusions 
This dissertation examined HiAP models around the world and applied best 
practices in order to create a HiAP plan for the state of Delaware. Using the Intervention 
Mapping framework along with several key theories, a practical, theory-based toolkit was 
created for Delaware’s practitioners. This study demonstrated the applicability of 
Intervention Mapping to HiAP, the utility of the Diffusion of Innovations theory and 
Collective Impact framework to adoption and implementation, and the necessity of 
translating research into a practice-based document. The study also produced findings 
regarding the roles of strategic communications and institutional power in HiAP, and 
synthesized information about Delaware’s context. By proposing structural and process 
change to Delaware’s public health work, it is more likely that health and equity can be 
improved in the state through stronger processes and the consideration of equity in plans 
and policies. It is my sincere hope that my research has advanced the ability of public 




APPENDIX A: STUDY METHODS OVERVIEW 




• English language 
• Grey literature 
• Any publication date 
• Topics: HiAP, Delaware, collaboration 
 
Exclusion Criteria: 








reference lists of 
identified 
sources 
• Identify key elements 
and considerations of 
existing HiAP 
programs 
• Explore Delaware’s 
context related to 





• 3 international 
documents 















• Directly involved in HiAP work, 
internationally or nationally, for at least one 
year or in key leadership role 
• Available in the study timeframe 
• Age 18 or older 
 
Exclusion Criteria:  
• Not directly involved in HiAP 
• Worked in HiAP for less than one year or not 
in key leadership role 
• Working primarily in Delaware 




• Explore key elements 
and considerations of 
existing HiAP 
programs 
• Add in-depth 
information and fill in 
gaps from document 
review 
• 3 international 
professionals 







• Working primarily in Delaware in: a public 
health-related field; a collaborative body; or the 




• Identify detailed 
information about 
Delaware’s context 
related to public 
• 6 stakeholders 





Method Data Source Recruitment Objectives Quantity 
• In position for over one year or in key 
leadership role 
• Available in the study timeframe 
• Age 18 or older 
 
Exclusion Criteria: 
• Working primarily in any area other than those 
listed under inclusion criteria 
• Working primarily outside of Delaware 
• In position for less than one year or not in key 
leadership role 
• Does not speak English 
health and 
collaboration 
• Identify facilitators 
and barriers to HiAP 
adoption and 
implementation 
Health and Social 
Services 




• 5 stakeholders 
from collaborative 
bodies 
• 5 policymakers 
Focus Groups Inclusion Criteria: 
• Working primarily in Delaware in any field 
outside of public health 
• In position for over one year, in key leadership 
role, or unique contribution 
• Available in the study timeframe 
• Age 18 or older 
 
Exclusion Criteria: 
• Working primarily in public health field  
• Working primarily outside of Delaware 
• In position for less than one year or not in key 
leadership role or not unique contribution 
• Involvement in key informant interviews 






• Identify multi-sector 
views on HiAP 
• Explore facilitators 
and barriers to HiAP 
involvement 
• Eight focus groups 




Questionnaire Inclusion Criteria:  
• Focus group participants 
 
Exclusion Criteria: 
• Not a focus group participant 
Focus group 
participants 
• Collect relevant 
demographics 
• Identify current state 
of collaboration in 
Delaware 





APPENDIX B: OUT-OF-STATE INTERVIEW GUIDE  
RESEARCH INFORMATION SHEET 
 
You are being asked to voluntarily participate in a research study. We are doing this 
study to hear your thoughts, opinions, and observations about your knowledge and 
experience regarding Health in All Policies. If you agree, we will ask you to answer 
questions during this interview, which will take approximately 45 minutes to one hour.  
 
We will make an audio recording of the interview. If you ask us not to, we won’t record 
you. If you agree to be recorded but later wish to retract a statement you made, you are 
encouraged to reach out and that statement will be retracted from the study.   
 
We will not use any identity revealing information in any document produced from this 
research. We will store your information in ways we think are secure. We will store paper 
files in locked filing cabinets. We will store electronic files in computer systems with 
password protection and encryption. However, we cannot guarantee complete 
confidentiality.  
 






Rachael Cain  
Interview Guide – Out-of-State Stakeholders 
 
Overall Research Questions 
 
1. What Health in All Policies adoption and implementation models are appropriate 
for the state of Delaware? 
2. Using the Intervention Mapping Framework, how can such models be adapted to 
the state? 
 
Read the following to the participant: 
 
I would like to ask you some questions about your knowledge and experience regarding 
Health in All Policies. This research is being conducted for my Doctor of Public Health 
dissertation. I will ask you questions and take notes. With your permission, I would also 
like to record the interview – is that ok with you? 
 
For confidentiality purposes, no identifying information will be used when analyzing this 
interview. Your employer, but not you or your occupation, will be noted and may be 
listed in resulting reports.  
 
The interview should take 45 minutes to 1 hour to complete. I appreciate your answering 
these questions with as much detail as you are willing and able to provide. Please feel 
free to ask any questions or tell me if you do not understand any of the questions that we 
ask. There are no right or wrong answers. You can refuse to answer any questions and 









IDI number: ________ 
Interviewer’s Name: __________________ 
Interviewee Geographic Location: _______________________ 
Interviewee Employer: _______________________________ 
Interviewee Occupation: _______________________________ 
Length of Time in Occupation: _______________________ 
Location of IDI: _______________ 
Date of IDI (DD/MM/YYYY): _______/________/____________ 
Start time: ____________ 






1. How do you define Health in All Policies? What does this term mean to you? 
 
Probe: How does your approach differ from other Health in All Policies 
approaches you are aware of? 
 
 
2. What has been your experience or what is your knowledge of Health in All 
Policies adoption in [interviewee location]? 
 
Probe:  
a) Can you provide me with examples of your experience with HiAP 
adoption? What sectors were involved? How did these partnerships come 
about? 
b) What stakeholders adopted early? Later on? What was the difference 
between these stakeholder groups? 
 
 
3. What factors are vital to the successful adoption of Health in All Policies? 
 
Probe: To what extent was HiAP: 
a) Seen as better than the status quo? (Relative Advantage) 
b) Consistent with values, experiences, and needs of stakeholders? 
(Compatibility) 
c) Difficult to understand or use? (Complexity)  
d) Piloted before the region fully committed? (Triability) 
e) Providing tangible results? (Observability) 
 
 
4. What are the challenges to Health in All Policies adoption?  
 
Probe: To what extent was HiAP: 
a) Seen as better than the status quo? (Relative Advantage) 
b) Consistent with values, experiences, and needs of stakeholders? 
(Compatibility) 
c) Difficult to understand or use? (Complexity)  
d) Piloted before the region fully committed? (Triability) 
e) Providing tangible results? (Observability) 
 
 
5. What has been your experience or what is your knowledge of Health in All 










6. What factors are vital to the successful implementation of Health in All Policies? 
 
Probe: To what extent was there: 
a) A common agenda? 
b) A shared measurement system? 
c) Mutually reinforcing activities? 
d) Continuous communication? 
e) Backbone support organizations? 
 
 
7. What are the challenges to Health in All Policies implementation? 
 
Probe: To what extent was there: 
a) A common agenda? 
b) A shared measurement system? 
c) Mutually reinforcing activities? 
d) Continuous communication? 
e) Backbone support organizations? 
 
 
8. Is there anything you would like to add? 
 
Probe: Are there any key aspects of Health in All Policies adoption or 










APPENDIX C: IN-STATE INTERVIEW GUIDE  
RESEARCH INFORMATION SHEET 
 
You are being asked to voluntarily participate in a research study. We are doing this 
study to hear your thoughts, opinions, and observations about your knowledge and 
experience regarding Health in All Policies and work in Delaware. If you agree, we will 
ask you to answer questions during this interview, which will take approximately 45 
minutes to one hour.  
 
We will make an audio recording of the interview. If you ask us not to, we won’t record 
you. If you agree to be recorded but later wish to retract a statement you made, you are 
encouraged to reach out and that statement will be retracted from the study.    
 
We will not use any identity revealing information in any document produced from this 
research. We will store your information in ways we think are secure. We will store paper 
files in locked filing cabinets. We will store electronic files in computer systems with 
password protection and encryption. However, we cannot guarantee complete 
confidentiality.  
 
If you have any questions, please contact Rachael Cain at rgrnberg@bu.edu or 518-469-





Rachael Cain   
Interview Guide – In-State Stakeholders 
 
Overall Research Questions 
 
1. What Health in All Policies adoption and implementation models are appropriate 
for the state of Delaware? 




Read the following to the participant: 
 
I would like to ask you some questions about your knowledge and experience regarding 
Health in All Policies. This research is being conducted for my Doctor of Public Health 
dissertation. I will ask you questions and take notes. With your permission, I would also 
like to record the interview – is that ok with you? 
 
For confidentiality purposes, no identifying information will be used when analyzing this 
interview. Your employer, but not you or your occupation, will be noted and may be 
listed in resulting reports. 
 
The interview should take 45 minutes to 1 hour to complete. I appreciate your answering 
these questions with as much detail as you are willing and able to provide. Please feel 
free to ask any questions or tell me if you do not understand any of the questions that we 
ask. There are no right or wrong answers. You can refuse to answer any questions and 






IDI number: ________ 
Interviewer’s Name: __________________ 
Interviewee County: __________________ 
Interviewee Employer: _______________________ 
Interviewee Occupation: _______________________________ 
Length of Time in Occupation: _______________________ 
Location of IDI: _______________ 
Date of IDI (DD/MM/YYYY): _______/________/____________ 
Start time: ____________ 








1. Tell me about your experience with collaboration in Delaware in the last ten 
years, as it relates to how often organizations collaborate, who it typically 
involves, and how the collaboration works. 
 
Probe: Please provide specific examples of your experiences. Are people usually 
willing to collaborate? Who is collaboration typically with (within department, 
within organization, within sector, across sectors)? 
 
 
2. What is currently happening in Delaware with regards to collaboration to improve 
health? Do multiple sectors (e.g. education, transportation, health) work together 
regularly? 
 
Probe: Please provide specific examples. If initiatives are occurring, what are 
they, what are its goals, and who is involved? If nothing is occurring, why do you 
think this is? 
 
 
3. What factors have been vital to the success of prior or current collaboration 
efforts? 
 
Probe: To what extent was there: 
f) A common agenda? 
g) A shared measurement system? 
h) Mutually reinforcing activities? 
i) Continuous communication? 
j) Backbone support organizations? 
 
 
4. What are the challenges of prior or current collaboration efforts?  
 
Probe: To what extent was there: 
a) A common agenda? 
b) A shared measurement system? 
c) Mutually reinforcing activities? 
d) Continuous communication? 
e) Backbone support organizations? 
 
 
5. What is the interest level in new collaborative initiatives to improve health? What 





Probe: Are there any key individuals or organizations that should lead the effort? 




6. What does the term Health in All Policies mean to you? Have you witnessed any 
Health in All Policies-related activities in Delaware?  
 
Probe: Please provide specific examples of your experiences. What types of 
activities occurred, when did they occur, and who was involved?  
 
(If unfamiliar, HiAP is “… a collaborative approach to improving the health of all 
people by incorporating health considerations into decision-making across sectors 
and policy areas.” For example, to address type 2 diabetes, private employers 
could partner with the state Department of Public Health to offer diabetes 
screenings and provide diabetes education courses, and partner with the 
Department of Transportation to identify active transportation options, to 
increase physical activity. Such initiatives are likely to improve the involved 
entities’ employee health, which increases productivity and reduces healthcare 
spending over time.) 
 
7. What factors would be important to adopting Health in All Policies in Delaware? 
Who would lead the effort? 
 
Probe: To what extent do you believe HiAP would be: 
f) Seen as better than the status quo? (Relative Advantage) 
g) Consistent with values, experiences, and needs of stakeholders? 
(Compatibility) 
h) Difficult to understand or use? (Complexity)  
i) Piloted before Delaware fully committed? (Triability) 
j) Providing tangible results? (Observability) 
 
 















FOCUS GROUP DISCUSSION GUIDE 
 
Focus Group ID:    _______            
Date of Consent: ___ / ___ / ______ 
Date of Interview: ___ / ___ / ______ 
























RESEARCH INFORMATION SHEET 
 
You are being asked to voluntarily participate in a research study. We are doing this 
study to hear your thoughts, opinions, and observations about working with other sectors 
(e.g. transportation working with education). If you agree, we will ask you to participate 
in the focus group, which will take approximately one hour.  
 
We will make an audio recording of the focus group for the sake of notetaking. If you ask 
us not to, we won’t record you. If you agree to be recorded but later wish to retract a 
statement you made, you are encouraged to reach out and that statement will be retracted 
from the study. 
 
We will ask everyone in the focus group not to talk about the discussions outside the 
group. However, we can’t promise that everyone will keep what you say confidential.  
 
We will not use any identity revealing information in any document produced from this 
research. We will store your information in ways we think are secure. We will store paper 
files in locked filing cabinets. We will store electronic files in computer systems with 
password protection and encryption. However, we cannot guarantee complete 
confidentiality.  
 






FOCUS GROUP DIRECTIONS 
 
Hello, my name is Rachael Cain and I will be facilitating this focus group with you. I am 
a doctoral candidate at the Boston University School of Public Health and am conducting 
this research for my dissertation. I want to thank you all for taking time to participate in 
this focus group discussion with me today. 
First, I would like to assure you all that I will do everything possible to ensure 
confidential of this discussion. I will be recording this interview and ________ will be 
taking notes; however, only first names will be used during the focus group but no 
identity revealing information will be included in what we publish from this research. No 
one has to answer any questions that you do not want to answer. Any time any of you 
want to stop participating or stop the recording, you can tell me and we will stop. Any of 
you can decide not to take part in this focus group at any time without any negative 
consequences.  
 
Before we begin the focus group, I want to provide direction for how it will be 
conducted. I will start the focus group by asking the first question and then facilitate from 
there as I incorporate the rest of the questions I have into the discussion. I would like you 
to do the majority of the talking and for everyone to participate to the best of their ability 
and comfort. We want to hear from everyone, so I may ask for different people to share 
their thoughts on a particular topic or question, especially if I haven’t heard from you yet. 
There are no right or wrong answers to any of the questions asked. Additionally, I ask 
that you avoid using abbreviations, acronyms, or language specific to your line of work, 
to ensure that myself and everyone in the room understands what you say correctly.  
 
Do you have any questions before I start?    YES  NO 
 







Facilitator’s name: _____________________________  
Notetaker’s name: __________________________________ 







1. Can each of you tell me about your experience working with sectors outside your 
own? How does your sector work with other sectors? 
 
Probe: Provide a specific example. How often does this occur? Is it ongoing?  
 
 
2. Why and how did such cross-sector partnerships come about? 
 
Probe: Who was involved? How was it organized?  
 
 
3. Considering a cross-sector partnership you were involved in or know about, what 
aspects of the partnership helped it to succeed? Why? 
Probe: To what extent was there: 
a) A common agenda? 
b) A shared measurement system? 
c) Mutually reinforcing activities? 
d) Continuous communication? 
e) Backbone support organizations? 
 
4. Considering a cross-sector partnership you were involved in or know about, what 
aspects of the partnership hindered its success? Why? 
Probe: To what extent was there: 
a) A common agenda? 
b) A shared measurement system? 
c) Mutually reinforcing activities? 
d) Continuous communication? 
e) Backbone support organizations? 
 
5. What would motivate you to be a part of a multisector group? What would help 
you sustain it? 
 
Probe: Which of the below are important motivators? Are any more important 
than the other? The collaboration: 
a) Seen as better than the status quo? (Relative Advantage) 
b) Consistent with values, experiences, and needs of stakeholders? 
(Compatibility) 




d) Piloted before the region fully committed? (Triability) 
e) Providing tangible results? (Observability) 
 
 
6. I am doing this research to explore an idea called Health in All Policies, which is 
a multisector approach to consider how health is impacted by policies across 
sectors. For example, to address type 2 diabetes, private employers could partner 
with the state Department of Public Health to offer diabetes screenings and 
provide diabetes education courses, and partner with the Department of 
Transportation to identify active transportation options, to increase physical 
activity. Such initiatives are likely to improve the involved entities’ employee 
health, which increases productivity and reduces healthcare spending over time. 
I’m interested in knowing how such an idea would be received in Delaware. Have 
you heard of Health in All Policies before? What do you think of it? 
Probe: How do you think others in your sector would react to this approach? 
 
 
7. Is there anything else you would like to add? 
 
Thank you for your time! 
 
Facilitator Name/Signature: _______________________________________ 





APPENDIX E: QUESTIONNAIRE  
Instructions 
Please complete the questions below to the best of your knowledge. The questionnaire should 
take approximately 15 minutes to complete. 
 
 
Today’s Date: _______________________ 
 
Gender:    Male  Female  Other 
 
Age:     < 30 years 30-49 years 50-64 years 65+ years 
 
County of Residence:  Kent  New Castle Sussex  
 






Length of Time in Occupation: <1 year 1-5 years 5-10 years 10+years  
 
 
We will discuss several concepts during the focus group. Please rate your familiarity with the 
following concepts on a scale of 1 (not at all familiar) to 5 (extremely familiar), so we can 
prepare accordingly. 
 











1. Health in All Policies 
 
1 2 3 4 5 
2. Collective Impact 
 
1 2 3 4 5 
3. Whole-of-Government Approach 
 






APPENDIX F: DESCRIPTION OF WILDER COLLABORATION FACTORS  
Wilder Collaboration Factors Descriptions (137) 
Collaboration Factor Description 
History of collaboration 
or cooperation in the 
community 
“A history of collaboration or cooperation exists in the 
community and offers the potential collaborative partners an 
understanding of the roles and expectations required in 
collaboration, which helps them to trust in the process.” 
Collaborative group 
seen as a legitimate 
leader in the community 
“The collaborative group (and, by implication, the organizations 
within the group) is perceived within the community as reliable 
and competent – at least in relation to the goals and activities it 
intends to accomplish.” 
Favorable political and 
social climate 
“Political leaders, opinion-makers, those who control resources, 
and the general public support (or at least do not oppose) the 
mission of the collaborative group.” 
Mutual respect, 
understanding, and trust 
“Members of the collaborative group share an understanding and 
respect for one another and their respective organizations: how 
they operate, their cultural norms and values, their limitations, 
and their expectations.” 
Appropriate cross 
section of members 
“The collaborative group includes representatives from each 
segment of the community that will be affected by its activities. 
The group engages members at the appropriate time and at an 
appropriate level of involvement.” 
Members see 
collaboration as being in 
their self-interest  
“Collaborating partners believe that they will benefit from their 
involvement in the collaboration and that the advantages of 
membership will offset disadvantages, such as slower decision-
making processes.” 
Ability to compromise “Collaborating partners are able to compromise, since the many 
decisions within a collaborative effort cannot possibly fit the 
preferences of every member perfectly.” 
Members share a stake 
in both process and 
outcome 
“Members of a collaborative group feel ‘ownership’ of both the 
ways the group works and the results or products of its work.” 
Multiple layers of 
participation 
“Every level (upper management, middle management, front 
line) within each partner organization has involvement in the 
collaborative initiative. Each layer brings different assets to the 
collaboration and may need to be involved to different degrees 
and at different stages of development.” 
Flexibility “The collaborative group remains open to varied ways of 
organizing itself, shifting its internal structure, and performing 
activities to accomplish work.” 
Development of clear 
roles and policy 
guidelines 
“The collaborating partners jointly develop a set of shared 
operating principles. They clearly understand their roles and 




Wilder Collaboration Factors Descriptions (137) 
Collaboration Factor Description 
Adaptability to 
changing conditions 
“The collaborative has the ability to make changes – even to 
major goals, members, etc. – in order to deal with changing 
conditions in the external environment.” 
Appropriate pace of 
development 
“The structure, resources, and activities of the collaborative 
group change over time to meet the needs of the group, without 




“The collaborative group has an established process for 
measuring its activities and effectiveness; collaborating partners 
review these measurements, learn from them, and use them to 
guide improvement.” 
Open and frequent 
communication 
“Collaborative group members interact often, update one another, 
discuss issues openly, foster transparency, and convey all 
necessary information to one another and to stakeholders outside 




“In addition to formal channels of communication, members 
establish personal connections – producing a better, more 
informed, and more cohesive group.” 
Concrete, attainable 
goals and objectives 
“Goals and objectives of the collaborative group are clear to all 
partners and can be realistically attained.” 
Shared vision “Collaborating partners have the same vision, with a clearly 
agreed-upon mission, operating principles, objectives, and 
strategy. The shared vision may exist at the outset of 
collaboration, or the partners may develop a vision as they work 
together.” 
Unique purpose “The mission and goals, or approach, of the collaborative group 
differ, at least in part, from the mission and goals, or approach, of 
the member organizations.” 
Sufficient funds, staff, 
materials, and time 
“The collaborative group has an adequate, consistent financial 
base, along with the staff and materials needed to support its 
operations. It allows sufficient time for the activities necessary to 
achieve its goals and includes time to nurture the collaboration.” 
Skilled leadership “The individuals who provide leadership for the collaborative 
group have organizing, facilitation, and interpersonal skills, such 
as emotional intelligence and cultural competence, and carry out 
their roles with fairness. Thus, the leaders are granted respect or 
‘legitimacy’ by the collaborative partners.” 
Engaged stakeholders “The collaborative maintains sufficient connections between 




APPENDIX G: INTERVENTION MAPPING FRAMEWORK AND 
APPLICATION TO STUDY  
Intervention Mapping Framework and Application to Study 
Intervention 
Mapping Step 
Application in Current Study 
1) Conduct a needs 
assessment, assess 
organizational 
capacity, create logic 
models, and describe 
goal 
• Need Assessment: Utilized data from interviews, focus 
groups, document review, and questionnaire to assess 
context and collaboration 
• Organizational Capacity: Identified an entity to lead HiAP 
in Delaware and examined capacity  
• Logic Model: Created logic models of problem and change 
• Goals: Described the intervention goal 
2) Search for 
evidence-based 
interventions 
• Judged the basic fit of HiAP as it relates to the target 
problem, organizational capacity, and the priority 
population 
3) Assess fit and plan 
adaptions 
• Used Intervention Mapping Steps One and Two to 
examine HiAP applicability in Delaware  
• Planned adaptations for individuals, organizations, and the 
environment while retaining key elements of HiAP 
4) Make adaptions • Adapted Delaware HiAP adoption and implementation 
plan based on prior steps  
5) Plan for 
implementation 
• Created adoption and implementation intervention plan 
and HiAP toolkit for Delaware, including logistics, 
communication, activities, and sustainability planning  
6) Plan for evaluation • Developed an evaluation plan for HiAP in Delaware, 
including design, questions, indicators, and plan for data 




APPENDIX H: SUMMARY OF QUESTIONNAIRE RESULTS  
Respondents: Similar numbers of males and females responded (13 females, 11 males, 1 
unknown) and near equal numbers of those from the private and public sector 
participated (13 and 12, respectively). Respondents ranged in age, with the majority 
falling between 30-49 years old (11) and 50-64 years old (10). All three counties are 
represented in the questionnaire results, with New Castle County having a greater weight 
(10, versus 6 in Kent County, 6 in Sussex County and 4 unknowns), likely due to that 
county having the majority of the state’s population. Several participants noted 
qualitatively that they worked in multiple counties. 
Wilder Collaboration Factors Inventory Results 
Collaboration Factor Average Response 
History of collaboration or cooperation in the community 3.7 
Collaborative group seen as a legitimate leader in the community 3.8 
Favorable political and social climate 4.3 
Mutual respect, understanding, and trust 4.2 
Appropriate cross section of members 3.6 
Members see collaboration as being in their self-interest  4.4 
Ability to compromise 3.6 
Members share a stake in both process and outcome 3.9 
Multiple layers of participation 3.5 
Flexibility 3.8 
Development of clear roles and policy guidelines 3.5 
Adaptability to changing conditions 3.5 
Appropriate pace of development 3.5 
Evaluation and continuous learning 3.6 
Open and frequent communication 3.9 
Established informal relationships and communications links 4.3 
Concrete, attainable goals and objectives 4.0 
Shared vision 4.1 
Unique purpose 3.9 
Sufficient funds, staff, materials, and time 3.1 
Skilled leadership 4.0 





Averages of 4.0 and higher identify a strength; 3.0 - 3.9 identify a borderline category 




APPENDIX I: THE DELAWARE WAY: A CROSS-SECTOR COLLABORATION 
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Purpose of the Toolkit 
 The Delaware Way toolkit was created for public health leaders in Delaware. 
Public health leaders in the state include high-level officials at Delaware’s Department of 
Health and Social Services, the Division of Public Health, and the University of 
Delaware’s Partnership for Healthy Communities. Other leaders include those at Healthy 
Communities Delaware, the Delaware Public Health Association, and Nemours Health 
and Prevention Services, among others.  
The state’s public health leaders are committed to advancing health and equity 
across Delaware’s three counties and understand the value of working across sectors to 
address the many factors that influence wellbeing. Public health leaders in Delaware have 
expressed interest in adopting a comprehensive Health in All Policies approach and have 
made several strides in that direction. However, no current plan is in place to move 
Health in All Policies forward. 
The purpose of this toolkit is to advance a process and structure for integrating 
health and equity into decision-making across sectors. In short, the toolkit provides a plan 
for advancing Health in All Policies in the state. The term “Health in All Policies” is used 
in a limited fashion throughout the toolkit and instead promotes the term “The Delaware 
Way”. This provides messaging for public health leaders to use when engaging other 
sectors. 
 The toolkit is designed to be an approachable document for experienced public 
health leaders in Delaware. The toolkit was informed by a rigorous research process, 




Delaware, and is grounded in effective evidence and tailored feedback. The Delaware 





How to Use the Toolkit  
Public health leaders in Delaware should use the toolkit as a comprehensive plan 
they can implement in the near-term. The toolkit provides an alternative to the existing 
Delaware Health in All Policies Collaborative.  
The toolkit is meant to be adaptable to changing circumstances; activities and 
priorities should be responsive to Delaware’s cultural, political, and economic context. 
Similarly, the toolkit provides a linear plan for activities, but leaders and decision-makers 
should be prepared to be flexible about the timing and content of activities, as needs 
evolve. 
The structure and processes outlined in The Delaware Way toolkit are designed to 
move the state towards integrating health and equity into decision-making across sectors. 
Public health leaders in the state should use this toolkit to advance quality of life for all 
Delawareans. 
 
What will you find in the toolkit?  
• Introduction 
o Welcome message 
• Goal and Objectives 
o Overarching aims of The Delaware Way 
• Timeline 
o Five-year timeline  
• Management Structure 




• Year-by-Year Actions  
o Step-by-step actions to forward The Delaware Way 
§ Includes needed materials 
• Attachments 
o Attachment 1: Budget 
§ Proposed five-year budget for the initiative 
o Attachment 2: Communications Plan  
§ Structured plan for effective communications throughout the 
initiative 
• Includes a creative brief (a document to help plan 
communications strategies) and two draft communications  
o Attachment 3: Evaluation Plan  
§ Recommended process and outcome evaluation for The Delaware 
Way 
o Attachment 4: Sustainability Plan  









Welcome to The Delaware Way: A Cross-Sector Collaboration Toolkit for the 
State of Delaware! This guide was created for Delaware’s leaders, specifically in public 
health, to take the next step towards strengthening an approach to increase cross-sector 
collaboration and systematically consider wellbeing and equity in its work.  
Delawareans already work together often – it is the Delaware way! One state 
resident described the Delaware Way as “getting things done in a collaborative fashion 
and, broadly speaking, a consensus-driven fashion […] I see it happening in very 
powerful ways. I couldn’t see our work getting done without collaboration”. 
The toolkit provides a flexible approach to building on existing relationships to 
partner more consistently across sectors in order achieve goals that best serve each 
partner and Delaware’s residents. Delaware leaders recognize the benefits of working 
together – leveraging resources, increasing knowledge, building relationships – and know 
the value in having a structure to create space for that collaboration.  
This toolkit outlines a plan for that collaborative structure and provides action 
steps to build the state’s capacity to address Delaware’s most complex issues, including 
existing inequities. Equity, making sure everyone has fair and just opportunities, is a 
wide-ranging, complex issue that public health stakeholders agree needs to be improved 
in Delaware. This toolkit provides one step towards addressing inequities. 
The Delaware Way is designed to be a process for working together more 

















Overarching Goal and Objectives 
The goal of The Delaware Way process is to increase cross-sector collaboration to 
improve outcomes for all partners, especially increased quality of life for all 
Delawareans.  
 
To achieve this goal, six objectives, related to the toolkit’s activities, are listed below.  
1. By the end of year one, create management and governance structures to 
implement and guide the process.  
2. By the end of year five, conduct at least five charrettes to engage community 
members in the process. 
3. By the end of year five, conduct at least nine Policy Academies to inform and 
educate stakeholders on relevant topics. 
4. By the end of year five, implement all components of the comprehensive 
communications campaign. 
5. By the end of year five, conduct five environmental scans and adapt the 
intervention accordingly, to ensure flexibility within Delaware’s context. 
6. By the end of year five, facilitate at least eight cross-sector efforts using the 
equity impact review tool. 
 
Long-term objectives should each be linked to intermediate, annual targets to 
monitor progress. For example, one charrette (a multi-day community engagement 




Intermediate goals are noted throughout the toolkit. 
Public health leaders should focus their efforts on engaging leaders in other 






The Delaware Way Timeline 
 Phase 1 Phase 2 Phase 3 Phase 4 
Year 1 (first six 
months) 
1 (second six 
months) 
2-5 (first six 
months of year 5) 
5 (last six 
months) Activity 
Relationship building      
Adoption activities     
Establish management and governance 
structures 
    
Hire and train Project Director     
Master training: equity impact review tool     
Contract with consultants     
Plan process and outcome evaluations     
Collect baseline data     
Process and outcome evaluations begin     
Begin communications campaign     
Conduct first Delaware Way Policy Academy     
Conduct pilot charrette     
Conduct first environmental scan     
Continue communications campaign     
Hold two Policy Academies annually     
Conduct annual charrettes     
Conduct annual environmental scan     
Convene two cross-sector initiatives annually     
Evaluation data collection     
Conclude intervention activities     
Implement sustainability plan     
Post-intervention data collection     




Management Structure  
 
A management structure is needed to ensure The Delaware Way is carried out 
with the appropriate staffing and oversight. This section outlines a potential management 





































Dedicated staffing is important to bringing The Delaware Way to fruition. Healthy 
Communities Delaware, with staff from University of Delaware’s Partnership for Healthy 
Communities, would be ideal to lead this effort. Staffing will include a Project Director 
(.75 FTE, with .25 dedicated to other initiatives), with oversight by the Director of the 
Partnership for Healthy Communities. The Project Director will be responsible for day-
to-day operations including: project and evaluation coordination, reporting, consultant 
oversight, stakeholder engagement, contracts, budgeting, and conducting environmental 
scans. The Project Director is expected to be a new Partnership for Healthy Communities 
staff member allocated to The Delaware Way. 
 
Governance 
Healthy Communities Delaware has a comprehensive governance structure, with 
three lead institutions – University of Delaware, the Delaware Department of Health and 
Social Services, and the Delaware Community Foundation – and a Leadership Council 
and Community Investment Council. The Delaware Way staff should be in regular 
contact with the lead institutions and report to the Leadership Council during its bi-
monthly meetings.   
The Delaware Way should have an additional layer of governance to enhance 
connections to public sector leaders and increase visibility. The Family Services Cabinet 
Council convenes eight state cabinet secretaries to address wide-ranging issues relevant 




reporting for The Delaware Way to share ideas, successes, and challenges, and receive 
feedback and support from state leaders.  
 
Consultants 
Consulting firms will need to provide technical skills and expertise to The 
Delaware Way. A consulting firm will need to provide facilitation of charrettes and cross-
sector initiatives. Social Impact is a small private consulting firm with expertise in 
facilitating collaboratives in Delaware and may be a good fit for this role. Additionally, a 
communications firm will need to provide media and communications expertise and 
technical assistance. GillepsieHall, a marketing, public relations, and social media firm 
headquartered in Delaware, or University of Delaware’s Department of Communications 
may have the necessary expertise to carry out this work. Finally, an external evaluation 
expert will need to lead the evaluation. Delaware State University’s College of Health 







Year-by-Year Actions  
This section outlines year-by-year action steps for the first five years of adopting 
The Delaware Way. Action steps are described over four phases and include: a 
communications campaign; charrettes; Policy Academies; environmental scans; and 
cross-sector efforts. Legal action is not currently recommended for Delaware, due to the 
state’s incremental political nature and lack of cross-sector understanding of the social 
determinants of health. 
Each of the activities was created to accomplish a necessary step to considering 
wellbeing and equity in decisions across sectors. For example, The Delaware Way Policy 
Academies are meant to build capacity for cross-sector leaders regarding collaboration 
and equity. The action steps build a process and structure for Delawareans to integrate 
wellbeing and equity into decision-making throughout and beyond the project. The next 




Overview of The Delaware Way Action Steps 
Phase Timeframe Action Step Description 








• Create a management structure with appropriate staffing and 
governance 




• Contract with external evaluator 
• Use evaluation plan to guide development of evaluation materials 
• Collect baseline data 
Engage 
stakeholders 
• Connect with cross-sector leaders and community leaders that public 
health leaders are already familiar with (potential champions) 




• Obtain training on the equity impact review tool (a process for 
considering equity in decisions, for use during cross-sector initiatives) 
Phase Two: 
Pilot Activities 






• Use communications plan to plan campaign 
• Connect with communications firm 
• Pilot test messaging and strategies 
Hold charrettes 
• Plan and hold first charrette (which is focused on community members 
and is an engagement process for decision-making) for one community 
• Engage range of community members 
• Work with consulting firm to facilitate event 
• Plan next steps 
• Disseminate outcomes 
Hold Policy 
Academies 
• Plan and hold first Policy Academy (educational forum directed at 
cross-sector leaders) 
• Write white paper to be released alongside event 




Overview of The Delaware Way Action Steps 




• Examine strengths, weaknesses, opportunities, and threats that may 
impact initiative 
• Plan how to adapt to environment  
• Report out on findings 
Conduct 
evaluation 
• Continue evaluation activities 
• Use process evaluation to inform ongoing work 




Years 2-5  
 
Months 1-6 




• Continue annual charrettes, biannual Policy Academies, annual 
environmental scans, and communications 
Convene cross-
sector initiatives 
• Plan and convene biannual groups of cross-sector leaders to examine 
equity impacts of a chosen plan, policy, or decision 
• Use equity impact review tool 
• Write and release white paper with results and recommendations 
Conduct 
evaluation 
• Continue evaluation activities 
• Use process evaluation to inform ongoing work 










• Use sustainability plan to consider how to continue the work of the 
initiative 
• Use evaluations to inform next steps 
Conduct 
evaluation 
• Finish process and outcome evaluations 
• Compile final results 






Phase One: Start-Up 
Year 1 – Months 1-6 
Phase One is dedicated to start-up activities, stakeholder engagement, and internal 
capacity building. 
 
1. Establish Management Structure 
An individual will be hired as the Project Director. The Project Director will need 
to be skilled in communications, stakeholder engagement, and advancing equity. To 
ensure the Project Director has the necessary skills to lead The Delaware Way, they 
should be trained in facilitation and enhancing network linkages.  
The lead organizations and Project Director will need to confirm the governance 
structure with the Leadership Council and the Family Services Cabinet Council. All 
consultants should be engaged and contracted with during this phase.  
 
2. Conduct Evaluation 
Evaluation activities begin during Phase One. See Attachment 3 for the evaluation 
plan. During this phase, hire an external evaluator and use the evaluation plan to guide 
development of evaluation materials. All baseline data should be collected at this time. 
 
3. Engage Stakeholders 
The Delaware Way is a process for how Delawareans work together, highlighting 




increased equity. Stakeholders should be engaged by staff and Healthy Communities 
Delaware leaders to communicate the purpose and importance of the initiative. 
Stakeholder engagement is particularly important during Phase One but must be done 
throughout each phase. 
Staff should connect with stakeholders using the messaging and strategies 
outlined below. Potential champions from across sectors, including leaders in other 
sectors who have collaborated with public health previously, and the community should 
be identified and involved during this phase. 
 





• The initiative can add value to the 
Council by providing community 
and institutional updates related to 
the Council’s mission 
• Established relationship 
with University of 






• The new initiative will benefit your 
daily work, connect you to 
important stakeholders, and will 
not take up significant time 






• Opportunity to expand business and 
participate in innovative processes 




• Chance to be at the forefront of 
linking community voice to large 
state structure, which could bring 
funding to your community 
• Prior community efforts 









4. Hold Equity Impact Review Tool Master Training 
The equity impact review tool, designed and utilized in King County Washington, 
is a process for stakeholder groups to integrate equity into decision-making procedures. 
The tool encourages a wide range of stakeholder and community involvement. Using the 
tool will allow leaders to frame collaborative efforts around equity, which may be 
appealing to a number of sectors.  
Due to this, The Delaware Way should integrate the equity impact review tool 
into several collaborative efforts. A master training for the Project Director, relevant 
consultants, and key stakeholders from Healthy Communities Delaware will be held 
during Phase One to develop the capacity to use the tool. The training should be 
facilitated by staff from King County Washington’s Office of Equity and Social Justice 
or another entity with the necessary expertise. 
During cross-sector initiatives (described under Phase Three), groups will use the 
equity impact review tool to guide their process in considering how proposed plans or 
policies influence equity. Use of the tool should lead to providing a set of associated 
recommendations. The equity impact review tool was developed by King County, 
Washington. The process is outlined below (link found here) and a list of equity-related 
tools is here.  
 
Two additions to the equity impact review tool are strongly suggested: 




a. Know how your proposed course of action will affect efficiency – 
maximizing the improvements of outcomes as much as possible.  
2. In Phase 3 of the process, add the underlined words: 
a. Prioritize alternatives by equitable outcomes and reconcile with efficiency, 









Source: King County Washington. 2015 Equity Impact Review Process Overview [Internet]. 






Phase Two: Pilot Activities 
Year 1 – Months 7-12 
Phase Two concentrates on piloting The Delaware Way activities. It is important 
to conduct the activities in a visual, public way to show concrete successes. This will help 
build trust and credibility for the process. 
 
1. Conduct Communications Campaign 
The Project Director, in collaboration with the communications firm, should 
implement the communications plan (see Attachment 2). Messaging and communications 
strategies should be pilot tested during Phase Two and updated as needed. 






2. Hold Charrettes 
Charrettes are an engagement process for decision-making that is often used in the 
planning sector. For example, charrettes were used in Delaware’s Plan4Health initiative. 
A charrette involves preparing relevant information on a prioritized issue, such as data, 
assets, and key stakeholders, and then holding a multi-day charrette where a number of 
stakeholders make a collective decision about a path forward. The charrette involves a 
visioning process, considering different solutions, prioritizing a preferred solution, and 
planning and reviewing the agreed-upon solution.  
 During Phase Two, a four-day pilot charrette should be held to test and refine the 
process. If the pilot charrette is considered too long, shorten the timeframe for charrettes 
in later years. The goal of The Delaware Way charrettes is to provide regular, genuine 
community engagement. Charrettes provide an opportunity to operationalize the vision of 
Healthy Communities Delaware to build community capacity to forward initiatives 
funded by its Community Investment Council. Charrettes should be facilitated by a 
consulting firm and conducted annually in communities identified by the Leadership 
Council. Stakeholders from Delaware’s Planning Office should be engaged to ensure the 
charrette process is conducted correctly. 
 







Time: Four Days, adjusted as needed 
Location: Accessible location for the community, space donated in-kind through 
connections of Healthy Communities Delaware Leadership Council connections. 
Facilitator: Consulting Firm 
Coordinated By: Project Director 
Community for which Charrette Will Take Place: Identified by Healthy Communities 
Delaware Leadership Council 
Outreach: Use communications tools including: flyers, word-of-mouth, and press 
releases. As this is a local effort, engaging community leaders, faith-based organizations, 
and local businesses is important for success. 
 
Structure 
Prior to the charrette, the team should identify the community to be engaged in 
the charrette and any key stakeholders from that community. Outreach to the community 
should identify if members want to participate and, if so, what issue (such as reducing 
blight or decreasing diabetes) they would like to work on. The Project Director should 
then gather data on the issue to inform the charrette. 
 
The following activities should occur during the charrette:  
1. Community visioning 




3. Choosing a preferred solution and obtaining feedback 
4. Planning of solution and obtaining feedback 
5. Producing the plan and presenting it to the public for review 
 
The plan produced from the charrette should include roles and responsibilities for 
community stakeholders to implement next steps. Recommendations for technical 
assistance and funding, as needed, should be included in the plan. The plan should be 
released publicly through press releases and on Healthy Communities Delaware’s 
website.  
The charrette process is based on best practices from the University of Michigan 
and the World Bank. Delaware planners who have conducted charrettes before should be 





3. Hold Policy Academies 
To build on the Partnership for Healthy Communities successful Policy 
Academies, The Delaware Way will hold additional academies. Policy Academies are 
designed as an educational forum for non-health sector leaders. The events will help build 
a shared understanding of collaboration and equity among stakeholders and identify 
common goals across sectors. Policy Academies focus on engaging Delaware’s 
professionals for educational purposes, while charrettes are a venue to work with 
community members on a plan to address an issue in their area. Topics covered could 
include: equity, multi-sector collaboration and its benefits for all partners, and the equity 
impact review tool.  
A potential design for the pilot Delaware Way Policy Academy held during Phase 
Two is located below. The agenda outlines potential speakers and topics. The first Policy 
Academy should be framed as a launch for the cross-sector initiatives (described below). 
White papers should be released at the end of each Policy Academy to outline key points 
and next steps from the event. Actions for next steps should be assigned to a specific 
partner. 
The Policy Academies should be held in partnership with a stakeholder from the 
Community Investment Council. This provides an opportunity for collaboration without 
asking a great deal of Council members and offers positive public relations for all 
involved. The following two pages outline the first Policy Academy designed for The 
Delaware Way. Each Policy Academy should reflect the needs of stakeholders at the time 




Inaugural Delaware Way Policy Academy 
 
Time: 9am–4pm 
Location: University of Delaware STAR Campus 
Refreshments: Light breakfast and lunch 
Outreach: See communications plan (Attachment 2) 
Coordinated By: Project Director 
Partners: Partner with member of Community Investment Council (e.g. a large bank, 
corporation, or foundation) to leverage resources and encourage publicity 




Agenda: The Delaware Way: How We Can Work Together to Improve Our Work and 
Our Communities  

















• Member of 
Wilmington 
Community 
Advisory Council  
• Importance of 
collaboration 
• Introduction to equity 
• How their collaboration 
addresses equity 
10:30-











• Technology Forum 
of Delaware 
• DowDuPont 
• Delaware Center for 
Justice 
• Challenges in their sectors 
that require collaboration  
















• Delaware State 
Education 
Association 
• JP Morgan Chase 
• Beebe Healthcare 
• State Senator 
• Collaborations they have 
been a part of 
• How collaborations 
benefit them 
• How they envision 








• How state residents who 
come from different 
backgrounds, races, 
education levels are 
differently impacted by 





and next steps 








4. Conduct Environmental Scans 
Flexibility is important to the success of The Delaware Way. The Project Director 
will need to be aware of the changing context throughout the year; however, to 
systematically consider factors affecting the process, an annual environmental scan 
should be conducted. The scan will provide a regular, structured review of internal and 
external contexts and highlight political, cultural, and economic changes that could 
impact The Delaware Way or open windows of opportunity. The scan should include 
relevant factors outside the state, identify duplications and gaps in services, and analyze 
relevant power structures. The first environmental scan should take place at the end of 
Phase Two.  
The following template can be used for an environmental scan of the internal and 
external factors influencing The Delaware Way’s process. An example completed scan is 
provided as well. The scans should be conducted at least annually and lead to adaptations 
of the process that best fit Delaware’s needs. After the scan is conducted, a brief report 
should be written to the Leadership Council regarding what was found and how processes 
will be adapted. The report should include: the environmental scan process, findings from 
the scan, and proposed next steps. 
The scan can focus on strengths, opportunities, threats, and weaknesses (SWOT, 
template below).  The Project Director should conduct the scan to assess the state of 
cross-sector collaboration in Delaware and the extent to which wellbeing and equity have 
been integrated into decision-making processes. Internal strengths, such as strong 




Likewise, external opportunities, like a new funding stream, and external threats, such as 
a lack of partner engagement, should be evaluated. The Project Director should take the 
gathered information and look at it holistically to see how to leverage strengths and 




Adapted from: Centers for Disease Control and Prevention. (2015.) Public Health Professionals Gateway. Available from 
https://www.cdc.gov/phcommunities/resourcekit/resources.html#swot_analysis 
 
SWOT Analysis Tool  
 
A SWOT analysis will help you identify internal and external factors in the environment that can help with the development of your organization’s goals 

















5. Conduct Evaluation 
Evaluation activities continue throughout Phase Two, as outlined by the 
evaluation plan (Attachment 3). Staff should use the ongoing process evaluation to 
regularly monitor and improve on the initiative. The evaluator should provide staff with 
an annual evaluation report, which should be reviewed jointly. Lessons learned from the 







Phase Three: Implementation 
Years 2–5 (Months 1–6 of Year 5) 
During Phase Three the annual charrettes, biannual Policy Academies, annual 
environmental scans, and communications will continue. The final component, cross-
sector initiatives, will be integrated during this phase. 
 
1. Conduct Communications Campaign 
Continue activities as outlined in the attached communications plan (Attachment 
2). 
 
2. Hold Charrettes 
Hold one charrette per year to hear feedback from the community. More 
charrettes can be added if there is an identified need and staff capacity. 
 
3. Hold Policy Academies 
Hold additional Policy Academies focused on suggestions from the first event, 
and consider agendas that discuss equity broadly and how to use the equity impact review 
tool. Two Policy Academies should be held per year to maintain momentum and continue 
building capacity. Topics may repeat if there is a need. 
 
4. Conduct Environmental Scans 




5. Convene Cross Sector Initiatives  
Cross-sector initiatives are a platform for collaboration within The Delaware 
Way, bringing together stakeholders around an existing plan, policy, or decision and 
evaluating that item using the equity impact review tool. The Project Director should 
provide technical assistance on the tool to involved stakeholders. 
The Project Director, working with the lead organizations and Leadership 
Council, should identify a priority topic for each iteration of the initiatives. Priorities 
should align with Healthy Communities Delaware, community priorities, and political 
priorities (such as those from the Family Services Cabinet Council).  
It is strongly suggested that the initiatives begin with concrete items they can have 
a clear, observable impact on. All partners in the cross-sector initiative should have 
shared performance measures, to ensure shared responsibility for outcomes. 
At least two cross-sector initiatives should be convened annually and a 
representative from the health sector should be represented in each cross-sector initiative. 
At the conclusion of each cross-sector effort, a brief white paper should be written to 
describe the process, recommendations, and action steps that came out of the initiative. 
Stakeholders within each initiative will be assigned responsibilities for moving the 



















6. Conduct Evaluation 
 
Evaluation activities should continue as outlined by the evaluation plan 
(Attachment 3). Staff should continue to use the process evaluation results to inform their 







Ideas for Cross-Sector Initiatives 
 
What if the Family Services Cabinet Council was considering a workforce 
development plan to be implemented across state agencies? The plan could be 
multifaceted with a wide-range of recommendations, from middle school 
educational opportunities to a new career development center in Wilmington. 
The plan would impact Delawareans, but no one would be quite sure how health 
and equity would be affected. The Delaware Way could convene a cross-sector 
initiative, with support from the Family Services Cabinet Council, to review the 
plan using the equity impact review tool and provide recommendations. 




Imagine the Delaware Community Foundation as a champion of The Delaware 
Way, as it is part of the Healthy Communities Delaware management team. The 
foundation may mention to The Delaware Way staff that it is preparing its 
Request for Proposals for the coming year. Staff could offer to review the 
Request for Proposals using a cross-sector initiative and the equity impact 
review tool. This process would identify ways the document can encourage 
more equity-focused practices in its grantees and, over time, decrease inequities 




Phase Four: Sustainability 
Year 5 – Months 7-12 
Phase Four will occur during the last six months of Year 5. To ensure the process The 
Delaware Way has established continues into the future, a sustainability plan will be 
implemented (see Attachment 4). Sustainability activities should include dissemination of 
findings from the evaluation and consistent communications about The Delaware Way’s 
outcomes. Lessons learned from the process should be integrated into updated activities. 
Evaluation activities should be concluded, and final outcome results should be compiled. 








 The Delaware Way toolkit provides public health leaders in Delaware with a step-
by-step approach to create the necessary foundation for systematic integration of health 
and equity into decision-making. Leaders in other sectors will be more receptive to 
integration due to The Delaware Way’s activities, such as building cross-sector capacity, 
engaging community, building relationships, and increasing knowledge of equity. 
While it would be ideal for systematic integration of health and equity to occur 
during the first five years of The Delaware Way, it is currently not feasible. The designed 
plan does reflect realities in Delaware that are achievable yet incremental. As Delaware 
builds capacity and a shared understanding of equity, public health leaders should pursue 
systematic integration in the coming years. 
Delaware’s public health leaders are encouraged to move this toolkit forward. 
With this evidence-based plan and the will of public health leaders, Delaware can 



















Attachment 1: Budget 
Attachment 2: Communications Plan 
Attachment 3: Evaluation Plan 




Attachment 1: Budget 
Below is a suggested budget for The Delaware Way. Funds may be requested 
from Healthy Communities Delaware’s annual proposed funding from the State of 
Delaware, the Delaware Community Foundation, and the Community Investment 
Council. The budget is approximately $660,000 over five years, or approximately 9% of 
Healthy Communities Delaware’s proposed budget during that time frame. 
 
Budget Notes: 
Personnel: Salary based on Delaware market rate. Time for the Partnership for Healthy 
Communities Director will be in-kind. 
Fringe: Rate based on 2019 University of Delaware fringe rate for professional 
employees. 
Consultants 
1. External Evaluator: Based on market research, Year 1 - planning and creating data 
collection tools (40 hours Year 1), compiling and analyzing data (20 hours per 
year), interviews (20 hours per year) 
2. Facilitation Consultant: Facilitating one four-day charrette per year (20 hours 
preparation, 32 hours facilitation, 10 hours follow-up), facilitating two cross-
sector initiatives 





3. Communications Firm: Creating branding and messaging (40 hours year 1), 
reviewing Healthy Communities Delaware documents (5 documents per year at 2 
hours each, 20 hours total) 
4. Equity Tool Trainer: Covers trainer time and travel costs ($100/hr for four-hour 
training and six hours of preparation, one night lodging for $200, roundtrip airfare 
from Seattle to Philadelphia for $375, $50 per diem for one day) 
Program Materials: Social media promotion for events, white paper releases, and 
disseminating successes. Printing of the infographic for wide distribution. 
Other Direct Costs 
• Refreshments (Policy Academies) $3/person for breakfast, $9/person for lunch, 
100 people per event 
• Refreshments (charrettes): Meal for community meetings. 50 people over course 
of charrette 
• Locations for charrettes, Policy Academies, and staff workspace will be in-kind 











Inflation Factors-Salaries 0.019$        
                     Other 0.019$        
Heathy Communities Delaware
BUDGET FOR: The Delaware Way
YEAR 1         YEAR 2         YEAR 3         YEAR 4         YEAR 5  PROJECT TOTAL
$/UNIT UNIT # UNITS TOTAL # UNITS TOTAL # UNITS TOTAL # UNITS TOTAL # UNITS TOTAL # UNITS TOTAL
A.  SALARIES
Project Director 75,000$      FTE 0.75 56,250 0.75 57,319 0.75 58,408 0.75 59,518 0.75 60,648 3.75 292,142$     
Subtotal-Salaries 1 56,250 1 57,319 1 58,408 1 59,518 1 60,648 4 292,142$     
B.  BENEFITS
Fringe Benefits 40.80% 22,950 40.80% 23,386 40.80% 23,830 40.80% 24,283 40.80% 24,745 119,194$     
Subtotal-Benefits 22,950 23,386 23,830 24,283 24,745 119,194$     
C.  CONTRACTS (see LBOH Sites tab)
External Evaluator 100$           Hour 80 8,000 40 4,076 40 4,076 40 4,076 40 4,076 240 24,304$       
Facilitation Consultant 100$           Hour 62 6,200 102 10,394 102 10,394 102 10,394 102 10,394 470 47,775$       
Communications Firm 150$           Hour 50 7,500 10 1,529 0 0 0 60 9,029$         
Equity Tool Trainer 1,625$        Flat fee 1 1,625 0 0 0 0 0 0 0 0 1 1,625$         
Subtotal-Consultants 23,325 15,998 14,470 14,470 14,470 82,733$       
D. PROGRAM MATERIALS/SUPPLIES
Social media promotion 15$             Facebook Boost 24 360 24 367 24 367 24 367 24 367 120 1,827$         
Infographic - Print 500$           
Case of 5,000 
Infographics 1 500 0 0 0 0 0 0 0 0 1 500$            
Subtotal-Program Materials/Supplies 860 367 367 367 367 2,327$         
E.  TRAVEL 
Local Travel 
Mileage 0.545$        Mile 2,400 1,308 2,400 1,333 2,400 1,333 2,400 1,333 2,400 1,333 4,800 6,639$         
  Subtotal-Travel 1,308 1,333 1,333 1,333 1,333 6,639$         
F.  OTHER DIRECT COSTS
Photocopy/printing (large jobs) 0.20$          Paper 1,000 200 1,000 204 1,000 204 1,000 204 1,000 204 5,000 1,015$         
Refreshments (Policy Academies) 12$             Person 100 1,200 200 2,446 200 2,446 200 2,446 200 2,446 900 10,982$       
Refreshments (charrettes) 10$             Person 50 500 50 510 50 510 50 510 50 510 250 2,538$         
Subtotal-ODC 1,900 3,159 3,159 3,159 3,159 14,536$       
TOTAL DIRECT COSTS 106,593 101,562 101,567 103,129 104,721 517,572$     
INDIRECT 27% 28,780 27% 27,422 27% 27,423 27% 27,845 27% 28,275 139,744$     




Attachment 2: Communications Plan 
Communications are a critical component of The Delaware Way to build 
knowledge about the social determinants of health (SDOH), equity, and co-benefits of 
collaboration (co-benefits are how each partner in a collaboration benefits from the joint 
effort). Communications plans can focus on a variety of different populations and achieve 
a number of objectives – what is outlined here is determined to be the most strategic plan 
to advance the goals of The Delaware Way.  
The communications plan includes an overarching communications strategy, 
objectives, resources, a creative brief, and two media executions. Communications will 
occur via a wide range of channels, including social media, press releases, and radio. The 
communications plan is developed specifically for public health leaders to use to 
implement The Delaware Way. 
The plan should be used to frequently publicize successes. The communications 
plan should be used throughout the initiative and be aided by work done with the 




 The state of Delaware collaborates often. Individuals are well connected due to 
the close-knit relationships from being a small state. Those existing collaborations and 
relationships are vital to adopting and implementing The Delaware Way. However, in 




collaborations need to occur more frequently across sectors and leaders need to have 
foundational knowledge about the SDOH and equity. 
 Communications will motivate leaders who work outside the health sector to 
engage in cross-sector work that improves wellbeing and equity, which will help achieve 
the intervention’s goal. The plan includes a communications strategy, creative brief, and 




By implementing a comprehensive communications strategy, Healthy 
Communities Delaware will be better able to connect with key stakeholders throughout 
all phases of the process. Multiple communications channels should be used to engage 
leaders who work outside the public health sector on the topics of the SDOH, equity, and 
co-benefits of collaboration. Communications will be disseminated continuously 
throughout adoption and implementation, with increased communications in the lead up 
to events, such as the first Delaware Way Policy Academy and charrette. 
Leaders have a set of priorities to achieve in their work and it is vital to 
communicate the co-benefits of collaboration with all stakeholders. With that in mind, the 
strategy will highlight the benefits of collaboration for each partner and how The 
Delaware Way can be an avenue to achieving the leaders’ goals. 
Communications within the strategy will be developed by the Project Director, 




communications firm. Messaging will be pilot tested with select members of the target 
populations before broad dissemination to the entire target population of the message. 
The Delaware Way is based on a Health in All Policies approach. Importantly, the 
phrase “Health in All Policies” will not be used throughout communications or project 
activities. A study of Health in All Policies in Delaware demonstrated that stakeholders in 
Delaware had a mixed response to whether or not health was a useful frame. However, 
what was clear, was that Delawareans were tired of new initiatives and jargon. Therefore, 
The Delaware Way activities will fold into existing initiatives – for instance, by building 
on existing Policy Academies. New components of the intervention, such as the 
charrettes and cross-sector initiatives, will be described as a process that aligns with the 




The communication plan and media executions are developed to achieve the 
communication objective “leaders outside the public health sector will understand the 
SDOH and equity and participate in intervention activities”. The objective focuses on 
leaders outside health specifically, ensuring communications concentrate on changing the 
behaviors of those leaders who are typically not involved in collaboration focused on the 
SDOH and equity. To be as impactful as possible, the communications objective aligns 
with three key behavioral change objectives: 1) explain the concepts of SDOH and 




the SDOH and equity is important to own work; and 3) express how multi-sector 
collaboration can improve own work. 
 
Target Population 
Leaders who work outside the public health sector will be the target population 
for the communications plan. This includes individuals in high-level positions across 
public and private organizations from all areas of the state. Examples of the target 
population include corporate executives, state agency directors, and directors of non-
profits.  
Leaders will fall into each stage of adoption (see the Diffusion of Innovations 
theory) and communications will be tailored to engage leaders at each stage. For 
example, leaders outside public health who participate in Healthy Communities 
Delaware’s Leadership Council are considered early adopters of this approach and 
communications will focus on support for continued involvement in an innovative 
process. For leaders who are completely unfamiliar with the SDOH and equity, and who 
rarely collaborate – late adopters or laggards – communications will use messaging that 
relates the SDOH and equity directly to their work. Strategies of engagement will also 
differ – early adopters likely require little engagement beyond direct messaging from 
trusted partners while multiple strategies will be used for late adopters and laggards, such 
as articles in the media and building relationships through mutual connections.   





Messaging Based on Adopter Category 
Category Description Message 
Innovators • Risk-Takers 
• Want to be first to 
try innovation 
• The Delaware Way represents a new way of 
working together in Delaware. By getting 
involved early on, you will be at the forefront 
of this novel initiative.  
Early 
Adopters 
• Opinion leaders 
• Open to change 
• The Delaware Way changes how we have 
worked together in the past in a way that will 
positively benefit your work.  
• Share infographic 
Early 
Majority 
• Comfortable with 
change 
• Need evidence of 
innovation’s 
success 
• Principles of The Delaware Way have been 
implemented successfully in a number of 
different localities, states, and nations. 
Delaware’s effort builds on those successes 
and adapts them to Delaware. 
Late 
Majority 
• Skeptical of 
change 
• Need evidence of 
success 
• The Delaware Way is built into an existing 
structure in Delaware and does not add 
significantly to your workload. 
• Provide concrete example of success and 
related outcomes 
Laggards • Conservative 
• Highly skeptical 
of change 
• The Delaware Way will not change your day-
to-day work. It upholds the tradition of the 
“Delaware Way”. 
• Innovators and early adopters will engage 




Resources are needed to successfully implement the communication plan. First, 
funding is needed to work with the communications firm for the first two years of the 
intervention. While contracting with the firm is not an insignificant cost, having insights 
from a professional firm which will provide technical assistance, branding, messaging, 
and digital strategies will raise the visibility of The Delaware Way and target behavior 
changes not yet achieved in Delaware. Free media, such as social media, interviews with 




an average 20% of their time on communications, with higher levels of effort during the 
first two years. Finally, Healthy Communities Delaware will need to leverage 
partnerships with other entities, including its Leadership and Investment Councils, to 
disseminate communications. The current initiative will use existing SDOH and equity 
infographics, such as from the Robert Wood Johnson Foundation and Association of 
State and Territorial Health Officials. 
 
Staff Members Responsible 
The Project Director should be responsible for carrying out the communication 
plan, with the Partnership for Healthy Communities’ Director providing oversight. 
Healthy Communities Delaware staff and leadership should author white papers and 
articles, and disseminate social media messages, which should be reviewed by the 
communications firm. Healthy Communities Delaware staff should also provide guidance 




A creative brief, or a media planning guide, is a document used to plan a 
communication strategy. The creative brief identifies the target population and objectives 
of the communication. 
A creative brief for The Delaware Way follows as an example. At the end of the creative 
brief there are two media executions (documents that can be used to disseminate 
communications). The creative brief is the foundation of all media executions, which 




The twelve elements of a creative brief for The Delaware Way are below and should be 






1. Problem Analysis 
Health and equity are not systematically considered in decision-making across 
sectors in Delaware. Several issues lead to this problem. First, leaders who work outside 
of public health are largely unfamiliar with the social determinants of health (SDOH) and 
equity and do not recognize the co-benefits of collaboration, which means they are not 
regularly collaborating across sectors or engaged in considering health and equity in 
decision-making. Additionally, a structure for systematically considering health and 
equity in decision-making and the capacity to move that forward does not yet exist in 
Delaware, which The Delaware Way will address.  
Public health stakeholders have been working for a number of years to increase 
awareness of the SDOH and equity through trainings and educational materials, with 
limited success. Public health staff are knowledgeable on these topics but leaders and 
staff in other sectors, community members, and policymakers do not yet fully understand 
the issues. Public health stakeholders also began convening a HiAP Collaborative, which 
has declining and inconsistent membership and is currently on hold. Healthy 
Communities Delaware is a new organization whose work aligns with the idea to 
consider health and equity across sectors. The structure, activities, and communications 
provided by the initiative will operationalize The Delaware Way. 
 
2. Overall Strategy 




equity, and co-benefits of collaboration is the best way to effect change. To accomplish 
this, a variety of activities need to take place to meet non-health sector leaders where they 
are. Activities include educational forums, engaging and tailored communications, and 
active participation in cross-sector work. It is important to adapt activities and 
communications based on the changing dynamic in Delaware, which is why annual 
reviews of the environment need to be conducted. Personal relationships are also 
important to engaging leaders on the SDOH, equity, and co-benefits.  
Communications can advance these efforts by: educating non-health sector 
leaders on the SDOH, equity, and co-benefits; promoting The Delaware Way events, such 
as Policy Academies and cross-sector initiatives; regularly reporting successes of The 
Delaware Way; reporting process and outcome evaluation results; and leveraging existing 
communications channels of Healthy Communities Delaware and its three lead 
management organizations.  
Communications should use multiple channels to engage leaders in sectors 
outside of public health, such as newsletters, directed invitations, local news coverage, 
and social media. Messaging should vary by sector, outlining the different benefits each 
is likely to receive, as well as by adopter category (how likely the leader is to be involved 
in The Delaware Way). With the foundations laid by the communication strategy, leaders 
will be more likely to participate in The Delaware Way and encourage their staff to do so 





3. Target Audience 
Leaders who work outside the public health sector will be the target population 
for the communications plan, as described under the communications strategy. This 
includes individuals in high-level positions across public and private organizations from 
all areas of the state. Examples of the target population include corporate executives, 
state agency directors, and directors of non-profits.  
Leaders will fall into each stage of adoption (see the Diffusion of Innovations 
theory) and communications will be tailored to engage leaders at each stage. For 
example, leaders outside public health who participate in Healthy Communities 
Delaware’s Leadership Council are considered early adopters of this approach and 
communications will focus on support for continued involvement in an innovative 
process. For leaders who are completely unfamiliar with the SDOH and equity, and who 
rarely collaborate – late adopters or laggards – communications will use messaging that 
relates the SDOH and equity directly to their work. Strategies of engagement will also 
differ – early adopters likely require little engagement beyond direct messaging from 
trusted partners while multiple strategies will be used for late adopters and laggards, such 
as articles in the media and building relationships through mutual connections.   
 
4. Objective 
Leaders outside the public health sector will understand the SDOH and equity and 






There are several obstacles to achieving the communication’s plans goal. First, 
there is a culture of working in siloes in Delaware. While many state that there is 
collaboration, they still note that working across sectors is challenging. Messaging will 
need to emphasize the importance of working across sectors and the ease of doing so. 
Additionally, Health in All Policies (the approach The Delaware Way is based on) is 
complex and introducing the idea to stakeholders outside of public health can be 
challenging. For this reason, the phrase “Health in All Policies” will not be used at all, 
and simple messages will focus on its underlying concepts (such as collaboration and co-
benefits) and the process. An additional obstacle is that it is difficult to observe Health in 
All Policies successes and leaders may not want to participate without a tangible 
outcome. With that in mind, the initiative aims to achieve a series of short-term wins, 
which will be promoted in the messaging.   
 
6. Key Promise 
What cross-sector leaders will say is the benefit of participating in the initiative: 
My work will improve if I am aware of the SDOH and equity. Working with others to 
address issues related to the SDOH and equity will help me address my sector’s 
priorities. The people I serve will appreciate my participation in The Delaware Way and 





7. Support Statements 
 
Support statements are items the target audience needs to understand and believe 
for the communications to motivate action. Rational support statements outline what the 
target audience needs to understand. Emotional support statements demonstrate what they 
need to believe or feel. 
 
Rational support statements include: 
 
• Understand the societal costs of the SDOH and equity 
• Identify examples of successful multi-sector collaboration 
• Identify the co-benefits of participating in multi-sector collaboration 
• Understand the advantages of participating in multi-sector collaboration 
• Identify multi-sector partners to collaborate with 
• State the multi-sector collaboration is a priority of work 
• Know how to effectively work with other sectors 
 
Emotional support statements include: 
 
• Believe addressing the SDOH and equity is important to society 
• Believe addressing the SDOH and equity is important to own work 
• Believe that have the ability to engage constructively in multi-sector collaboration 
• Believe multi-sector collaboration will not add too much to workload 
• Express how multi-sector collaboration can improve the SDOH and equity 
• Express how multi-sector collaboration can improve own work 




8. Net Impression 
The net impression is what the target audience will say to themselves after 
hearing the communication. Leaders outside the health sector will say: “The SDOH and 
equity affect my community in significant ways. The Delaware Way helps address issues 
related to the SDOH and equity. Because of this, it is worthwhile to participate in cross-
sector initiatives and address equity. I need to participate in cross-sector initiatives that 
focus on equity in order to forward my career, advance my sector’s priorities, and 
improve society overall.” 
 
9. Tone 
The tone should be warm and educational, with a personal touch that connects 




Channels of communication that should be used are: 
 
• Newspaper articles  
• Social media (Facebook and Twitter) 
• Word of mouth (Delaware’s personal connections) 
• Local news coverage 
• Heathy Communities Delaware’s website, lead organization’s websites 





• Direct invitations to events 
• Monthly newsletter 
• White papers and plans (after Policy Academies, cross-sector initiatives, and 
charrettes) 
• Articles in the Delaware Journal of Public Health 
 
11. Collaborators 
Several collaborators are needed to successfully roll out the communications 
campaign. Heathy Communities Delaware’s Leadership and Investment Councils will 
need to be engaged to disseminate the communications to their networks. The 
communications firm will be closely involved in solidifying messages and a media 
strategy for the communications plan. Further, leaders who work outside of health who 
are already champions of cross-sector work will help disseminate materials to their 
colleagues.  
Media outlets, such as The News Journal, Delaware Public Media, and Delaware 
State News, will need to be engaged to cover the messages of the intervention. Local 
journalists will need to cover events, such as the initial Policy Academy and cross-sector 
initiatives.  
 
12. Continuing Activities 
Communications will be integrated into The Delaware Way to build support for 




a foundation of knowledge regarding the SDOH, equity, and co-benefits, leaders will be 
more likely to participate. Policy Academies, charrettes, and cross-sector initiatives will 







Media Execution: Press Release 
 
Description of Media Execution: A press release is intended to announce a newsworthy 
development to media outlets and raise awareness of the development to others. 
 
Purpose: This press release will be used to persuade media outlets to cover the first 
Delaware Way Policy Academy. By covering this event, the media will broaden the 
number of people aware of the Policy Academies and disseminate information about their 
purpose and how to be involved. As high-level leaders are likely following local news 
stories, it is expected to connect with the target audience. The communication objective 
will be advanced by connecting the target audience to a Delaware Way activity, which 
will increase their capacity of understanding the SDOH, equity, and co-benefits. The 
target audience will also learn about each item through the resulting news coverage. 
 
Timing: The press release will be sent out within three weeks of the first Delaware Way 
Policy Academy (Phase Two of the intervention). 
 
Audience: The press release will be sent to all major media outlets (including TV, radio, 
and newspapers) in Delaware and several in the Philadelphia media market, which has 
limited Delaware coverage but a wider reach. This includes the Delaware News Journal, 
WHYY, 6abc, and WBOC. The audience for the stories covered by the media will be 
leaders who work outside of public health. 
 




Draft Press Release 
Healthy Communities Delaware Launches New Forum for Collaboration:  
Leaders from Across the State Expected to Attend 
 
FOR IMMEDIATE RELEASE 
[Date] 
Contact: Healthy Communities Delaware, [phone number], [email]  
 
Newark, DE – On [date], Healthy Communities Delaware and [Community Investment 
Council partner] will hold an innovative event at University of Delaware’s STAR 
Campus to bring together diverse professionals from across the state. The event is 
focused on how to work together to create meaningful change in Delaware. The event 
will feature prominent speakers, including [business leader] and [elected official].  
 
Delaware is known for its strong personal relationships but, too often, public and private 
leaders face challenges in working together to do what is best for residents. While it may 
be difficult to collaborate, professionals from other disciplines can provide a fresh 
perspective. By bringing together leaders at this event, known as a Policy Academy, 
forward-thinking individuals will have a chance to share expertise and find new ways of 
working together. 
 
“It’s ridiculous how often someone will work on a new project or policy that has wide-
ranging impacts on the people in this state, and we never talk to other organizations about 
it,” said [business leader] and one of the event’s speakers, “If I’m creating a product that 
might affect health or education, I should really be talking to people who work in those 
areas about it. It would improve my product.” 
 
Other speakers will include leaders from [list involved organizations]. The speakers will 
talk about challenges in their sectors and how those issues are impacting residents. The 
final session of the day-long event will be discussions among attendees to talk about how 
state residents who come from different backgrounds are differently impacted by 
Delaware’s projects and policies.  
 
Healthy Communities Delaware Project Director, [name], who spearheaded the event, 
stated, “When you think about it, housing, employment, technology, health – all of these 
come together to influence our wellbeing. Why aren’t we talking to each other more to 
fix the issues impacting our residents? How can we do this better? And how can each of 
our priorities be met when we work together? That’s what this event is going to address.” 
 
The event is jointly sponsored by Healthy Communities Delaware and [Community 
Investment Council partner]. Over 100 leaders from across the state have registered for 





For more information about the event, contact Healthy Communities Delaware Project 




Healthy Communities Delaware is a collective impact initiative to enhance the alignment, 
coordination and volume of investments in Delaware’s communities to address the social 




Media Execution: Infographic 
 
Description of Media Execution: An infographic is a visually appealing way to provide 
concise information about a topic or initiative. Using few words and small graphics, 
audience members should be able to understand the infographic’s message quickly. 
 
Purpose: The purpose of the infographic is to make The Delaware Way process visible 
and engage partners who traditionally have not been involved in collaborative efforts.  
 
Timing: The infographic will be displayed at the first Delaware Way Policy Academy 
and disseminated with that Policy Academy’s white paper. It will also be disseminated on 
social media, through newsletters, and during personal interactions.  
 
Audience: Leaders in the non-health sector who are largely unfamiliar with the social 
determinants of health or equity 
 












Attachment 3: Evaluation Plan 
 
The evaluation plan includes the evaluation design and methods, questions, 
indicators, and a plan for data collection and analysis. Both process and outcome 
evaluations will be conducted. The goal of the evaluation is to examine program efficacy 
and inform future efforts. The intervention logic model (below) is used to guide the 
evaluation. 
 An evaluation expert will be engaged to conduct the evaluation from an external, 
neutral perspective. HiAP and evaluation experts from the University of Delaware will be 
consulted regularly about the evaluation but will not carry out the evaluation tasks due to 
their role in the intervention. 
 
Evaluation Question and Method 
The evaluation will use a longitudinal, quasi-experimental design with mixed 
methods. Quantitative components will include the Wilder Collaboration Factors 
Inventory, a supplemental questionnaire, satisfaction scale, activity logs, and checklists. 
Qualitative components will include key informant interviews with Healthy Communities 
Delaware staff, consultants, and non-health leaders. 
The process evaluation will examine the feasibility of this approach and identify 
best practices and barriers in implementation. Process evaluation questions focus on 
indicators from the logic model’s outputs. Process evaluation elements are based on 
elements identified as best practices in process evaluation literature (165,166). The 




amount of the program implemented; dose received, to look at the extent to which 
participants used program resources; reach, to examine the extent the priority population 
participated; recruitment, to identify the extent of participation recruitment; and context, 
to examine the impact of the environment on the intervention (166). See the table below 
for process evaluation questions, indicators, data sources, methods, timing, and analysis 
information. 
Measurement validity for the process evaluation tools will be increased through 
using satisfaction scales that have been used in other peer-review studies and observation 
checklists that match the procedure manual (and staff perception). Measurement 
reliability will be increased by detailed data collection strategy and training of staff, 
pairing observation checklists (self-report) with observations by evaluators, and the 
mixed methods approach overall. 
The outcome evaluation questions examine short-term outcomes related to the 
priority population’s knowledge, beliefs, and actions. The outcome evaluation is 
restricted in scope based on available resources and being in the early stages of the 
complex implementation of the project, and therefore is focused on short-term outcomes. 
As the project is sustained and Health in all Policies evaluation literature develops, 
evaluators should consider intermediate and long-term impacts.  
The table below provides an overview of the outcome evaluation study design. A 
baseline measurement using the Wilder Collaboration Factors Inventory, supplemental 
questionnaire, and interviews will take place during Phase One, followed by four 




six months after the intervention is completed. Throughout the outcome evaluation non-
health leaders involved in intervention activities will be compared to non-health leaders 
in Delaware who did not participate in any intervention activities. Non-health leaders 
who do not participate in the intervention will be recruited through purposive and 
snowball sampling.  
 
Study Design 
Group Baseline Obs 1 Obs 2 Obs 3 Obs 4 Obs 5 
Engaged non-
health leaders P P1 P2 P3 P4 P5 
Not engaged non-
health leaders C C1 C2 C3 C4 C5 
“P” = participants, “C” = comparison group 
Blue cells indicate involvement in intervention  
 
 
For the outcome evaluation, the Wilder Collaboration Factors Inventory will be 
disseminated annually in conjunction with a supplemental questionnaire that asks specific 
questions that address all outcome evaluation questions. The Inventory and supplemental 
questionnaire will be paired with key informant interviews with non-health leaders 
engaged in the intervention and non-health leaders who are not. The target for 
improvement of each outcome evaluation question is 15% from baseline. This is a 
conservative estimate as no literature on Health in All Policies provides a reliable target 
percentage for change. Outcome evaluation results will be regularly compared to the 
findings of the annual environmental scans, to provide guidance on changes in context. 
Qualitative question guides will be developed using best practices to strengthen 




instruments used will be increased to the fullest extent possible through a detailed data 
collection strategy and training of staff. All evaluation activities are designed to be of 
interest to stakeholders. The evaluation will help guide iterative program changes, aid in 
explaining outcomes, and build credibility for stakeholders. 
The core evaluation questions and methods for the intervention are outlined here. 
It is expected that as Healthy Communities Delaware makes iterative improvements to 
reflect changes in context, questions will be added. Further, there are several limitations 
of the evaluation. There is the potential for response bias due to self-reported data, which 
will be minimized by comparing results to the annual environmental scans. Selection bias 
is possible by comparing leaders who willingly engaged with the intervention and those 
who did not. To minimize this bias, the evaluators should control for differences in the 
groups. Additionally, the communications campaign may confound the results of the 
outcome evaluation, as the strategies will likely reach those who are and are not engaged 
in the intervention, which evaluators will control for during analysis. 
 
Dissemination 
The Project Director should meet with the evaluator quarterly to share activity 
logs and checklists, and discuss the coordination of the evaluation. Annual evaluation 
reports will be sent from the evaluator to Healthy Communities Delaware staff for each 
year of the intervention, with final results compiled three months after the final point of 
data collection. Results should be shared with the Leadership Council, Community 




Project Director should also post results on Healthy Communities Delaware’s website 
and share via social media. Evaluators should submit manuscripts to publication to help 
build Health in All Policies evaluation literature. The evaluation results will inform the 






Process Evaluation Overview 
Evaluation Question Indicators Data Source Data Collection 
Method 
Timing Data Analysis 
1. Fidelity: To what extent 
was the intervention plan 
implemented as planned 
and outlined in the toolkit? 


































initiatives / target 
number for each type 
of activity as defined in 
the intervention plan 
Project Director 
and consultants 




of number of 
activities occurred by 
total number of 
activities planned 
3. Dose Received: To what 
extent were non-health 
leaders satisfied with the 
Policy Academies and 
cross-sector initiatives? 
Number of non-health 
leaders responding 
with at least 4 out of 5 
on satisfaction 
questions / Number of 













after the final 
step in the 
equity impact 




satisfaction scales by 
percentage 
4. Reach: What proportion 
of sectors participated in 
Policy Academies and 
cross-sector initiatives? 
Number of sectors 
participating / Number 
of total sectors 




of number of sectors 
participating by total 




Process Evaluation Overview 
Evaluation Question Indicators Data Source Data Collection 
Method 
Timing Data Analysis 
determined by 
sectors listed in the 
State of Delaware’s 
annual economic 
report) 
5. Recruitment: What 
recruitment procedures 
were followed to recruit 
non-health leaders to 
attend Policy Academies 
and cross-sector 
initiatives? 












6. Context: What were 
facilitators and barriers to 
implementing the 
intervention? 


















Outcome Evaluation Overview 
Evaluation Question Indicator Operational Definition Instrument Data Collection Plan Target 
1. To what extent, if at all, 
did intervention impact non-
health leaders’ ability to 
explain what the SDOH and 
equity are? 
Percentage of non-health 
leaders who correctly 
define SDOH and equity  
Percentage of non-health 
leaders who change from 
incorrectly defining terms 




starting at baseline 
15% increase 
from baseline 
2. To what extent, if at all, 
did intervention impact non-
health leaders’ belief that 
they have the ability to 
engage constructively in 
multi-sector collaboration? 
Percentage of non-health 
leaders who state they 
believe they have the 
ability to engage 
constructively in multi-
sector collaboration 
Percentage of non-health 
leaders who change from 
not believing in their ability 
to engage constructively to 




















3. To what extent, if at all, 
did intervention impact non-
health leaders’ ability to 
identify multi-sector 
partners to collaborate with? 
Percentage of non-health 
leaders who state they have 
the ability to identify multi-
sector partners to 
collaborate with 
Percentage of non-health 
leaders who change from 
not believing in their ability 













4. To what extent, if at all, 
did intervention impact non-
health leaders’ ability to 
identify the co-benefits of 
participating in multi-sector 
collaboration? 
Percentage of non-health 
leaders who identify at 
least one co-benefit of 
participating in multi-sector 
collaboration 
Percentage of non-health 
leaders who change from 
not identifying co-benefits 
to identifying at least one 













5. To what extent, if at all, 
did intervention impact non-
health leaders’ ability to 
outline a plan to integrate 
health and equity into 
considerations? 
Percentage of non-health 
leaders who state they have 
outlined a plan to integrate 
health and equity into 
considerations 
Percentage of non-health 
leaders who change from 
not outlining a plan to 




























• Consultant for 
facilitation
• Equity impact review 
trainer




• Management and 
governance structures 
established
• Five charrettes held




• Five environmental 
scans and related 
adaptations produced
• Eight cross-sector 
efforts using the 
equity impact review 
tool facilitated
Non-Health Leaders:
• Explain the concepts 
of SDOH and equity, 
provide examples, 
and articulate why 
they are important 
Believe that have the 




• Identify multi-sector 
partners to 
collaborate with




• Outline plan to 









• Outline a plan to 
create a structure for 
multi-sector 
collaboration 
• Leaders who work 
outside the public 





efforts to improve 
SDOH and equity in 
the state.  
• Public health 
professionals in 
Delaware will create a 
structure for multi-
sector collaborative 
efforts to improve the 
SDOH and equity in 
order to increase 
consideration of health 




to improve the SDOH 
and equity
• Increased capacity 
and structures to 
collaboratively 
address the SDOH 




health and equity 
impacts of decisions 
across sectors
Effective policies and 
programs in Delaware, 
which positively impact 
the SDOH and equity
Improved health and 
equity
• Engage stakeholders 
throughout adoption 
and implementation
• Create management 
and governance 
structures to 
implement and guide 
the intervention 
• Conduct at least five 
charrettes to engage 
community members 
in intervention 
• Conduct at least nine 
Policy Academies to 
inform and educate 
stakeholders on 
relevant topics 
• Implement all 




• Conduct five 
environmental scans 
and adapt the 
intervention 
accordingly, to ensure 
flexibility within 
Delaware’s context 
• Facilitate at least eight 
cross sector efforts 
using the equity 
impact review tool 
Inputs Long-term OutcomesIntermediate OutcomesShort-term OutcomesOutputsActivities




Attachment 4: Sustainability Plan 
The Delaware Way should do five things to institutionalize the process in the 
state: 
1. Build capacity: Continuously building capacity of staff and stakeholders 
increases the likelihood of sustainability. It will allow for continued 
implementation if a key staff member leaves and creates a base of 
stakeholders who are familiar with and interested in the process. 
2. Continue to balance formal and informal approaches: Formal approaches 
alone do not ensure institutionalization – without enforcement or political 
will, formal approaches may not move forward. Healthy Communities 
Delaware should continue the formal and informal approaches outlined in 
the initiative’s plan and seek to formally adopt the process in the state 
legislature. After five years of implementation, stakeholders will be 
familiar with the approach and supportive of the continued, observable 
outcomes.  
3. Be flexible: As with the intervention, the approach will need to remain 
open to changes based on context and be ready to pivot its work as 
needed. Staff will need to continue environmental scans, pursue windows 
of opportunity, and be prepared for political shifts. 
4. Maintain momentum: Throughout and after the intervention period, 
Healthy Communities Delaware will need to continue producing tangible 




Academies, and equity impact reviews, to demonstrate its value. Without 
consistent observable outcomes, stakeholders may not see the utility in the 
approach 
5. Remain low cost: The Delaware Way should continue to be built into 
existing structures, leveraging resources, and avoid incurring high costs. 
Doing so makes The Delaware Way less of a target for budget cuts, which 
allows it to continue its work. 
 
Because Healthy Communities Delaware is designed to be a sustainable 
organization with diverse funding streams, having this organization implement The 
Delaware Way will increase the likelihood of its sustainability.  
The Delaware Way provides the state with a process and structure to consider 
wellbeing and equity across sectors. Initiating and sustaining the process will lead to 




APPENDIX J: PERFORMANCE OBJECTIVES FOR COLLABORATION TO 
IMPROVE THE SOCIAL DETERMINANTS OF HEALTH AND EQUITY IN 
DELAWARE  
Performance Objective 1: Leaders who work outside the public health sector in 
Delaware will meaningfully participate in multi-sector collaborative efforts to improve 
the social determinants of health (SDOH) and equity in the state.  
Personal 
Determinants Behavioral Change Objectives 
Knowledge a. Explain the concepts of SDOH and equity, provide examples, and 
articulate why they are important 
b. Understand range and severity of outcomes related to the SDOH 
and equity 
c. Understand the societal costs of the SDOH and equity 
d. Know approaches to address the SDOH and equity 
e. Identify examples of successful multi-sector collaboration 
f. Identify the co-benefits of participating in multi-sector 
collaboration 
g. Understand the advantages of participating in multi-sector 
collaboration 
h. Identify multi-sector partners to collaborate with 
i. State the multi-sector collaboration is a priority of work 
j. Know how to effectively work with other sectors 
k. Identify jargon and potential points of miscommunication 
Attitudes a. Believe addressing the SDOH and equity is important to society 
b. Believe addressing the SDOH and equity is important to own work 
c. Believe that have the ability to engage constructively in multi-
sector collaboration 
d. Believe multi-sector collaboration will not add too much to 
workload 
e. Express how multi-sector collaboration can improve the SDOH 
and equity 
f. Express how multi-sector collaboration can improve own work 
g. Feel positively about collaborative work 
Subjective 
Norms 
a. Recognize peers have successfully worked in multi-sector 
collaborations before  
b. Recognize peers have meaningfully addressed SDOH and equity 
before 
c. Express willingness to communicate the importance of SDOH and 
equity 





e. Influence peers to become involved in multisector collaborations 
f. Influence peers to address the SDOH and equity 
Behavioral 
Skills 
a. Outline plan to participate in multi-sector collaboration 
b. Outline plan to integrate health and equity into considerations 
c. List the SDOH, inequities, and their potential outcomes  
d. Practice explaining to peers the SDOH and equity and their 
importance  
e. Choose to prioritize multi-sector collaboration 
f. Practice response to peers undermining multi-sector collaboration 
g. Practice prioritizing multi-sector collaboration 
h. Demonstrate ability be an effective partner 
i. Express to staff importance of multi-sector collaboration 
j. Communicate the role of SDOH and equity to staff 
k. Demonstrate ability to work on issues outside own sector 
Outcome 
Expectations 
a. Expect addressing the SDOH and equity to have positive societal 
outcomes  
b. Expect addressing the SDOH and equity to have positive outcomes 
for own sector  
c. Expect multi-sector collaboration to be a positive, worthwhile 
experience 




a. Express confidence to participate effectively in multi-sector 
collaboration  
b. Express confidence describing the SDOH and equity 
c. Understand may be the first person in sector to be involved in 
multi-sector work to address the SDOH and equity 
Cues to Action a. Schedule time in calendar for multi-sector collaboration meetings 
and time to spend on follow-up actions  
External 
Determinants Environmental Change Objectives 
Interpersonal a. Peers will support participation in multi-sector collaboration 
b. Peers will understand the SDOH and equity 
c. Staff will support participation in multi-sector collaboration 
d. Staff will understand the SDOH and equity 
e. Collaborators will be easy to work with and will build strong 
relationships 
f. Collaborators will support other sector’s goals 
g. Collaborators will understand the SDOH and equity 
h. Collaborators will model respectful partnership  
Institutional a. Structures will be in place to support multi-sector collaborations 
b. Organizations will support participation in multi-sector 




c. Organizations will recognize the benefits of multi-sector 
collaboration to improve SDOH and equity as beneficial to their 
mission 
d. Organizations will provide opportunities to integrate health and 
equity into decision-making 
e. Organizations will provide resources, including staff, in-kind 
resources, and funding, for multi-sector collaboration 
f. Organizations will communicate clearly about the benefits of 
multi-sector collaboration 
g. Organizations will communicate clearly about the importance of 
improving the SDOH and equity 
h. Organizations will be aware of context and adapt accordingly 
i. Organizations will communicate clearly about co-benefits 
Community a. Media will publicize the SDOH and equity and their importance 
b. Media will publicize programs that support multi-sector 
collaboration 
c. Residents will be involved in community forums connected to 
multi-sector collaboration 
Culture/Society a. Legislators will develop policies to support multi-sector 
collaboration to improve the SDOH and equity 
b. Legislators will implement and enforce policies to support multi-
sector collaboration to improve the SDOH and equity 
c. Legislators will commit funding for multi-sector collaboration to 
improve the SDOH and equity 
d. Social norms will reflect public awareness of SDOH and equity 






Performance Objective 2: Public health professionals in Delaware will create a 
structure for multi-sector collaborative efforts to improve the social determinants of 
health (SDOH) and equity in order to increase consideration of health impacts of 
decisions across sectors.  
Personal 
Determinants Behavioral Change Objectives 
Knowledge a. Know how to build a structure for multi-sector collaborative efforts 
to improve the SDOH and equity 
b. Know how to integrate health and equity into decision-making 
across sectors 
c. Identify ways to work flexibly to advance efforts 
d. Identify resources for structure for multi-sector collaboration 
e. Identify examples of successful structures for multi-sector 
collaboration 
f. Know how to advocate effectively for integration of health and 
equity considerations into decision-making across sectors 
g. Know how to effectively work with other sectors 
Attitudes a. Believe integrating health and equity into decision-making across 
sectors is important to society 
b. Believe integrating health and equity into decision-making across 
sectors is important to own work 
c. Believe that have the ability to create structure for multi-sector 
collaboration  
d. Believe that have the ability to effectively advocate for the 
integration of health and equity into decision-making across 
sectors   
e. Feel positively about collaborative work 
Subjective 
Norms 
a. Recognize peers have successfully worked to create structures for 
multi-sector collaborations before  
b. Recognize peers have meaningfully integrated health and equity 
into decision-making before 
c. Express willingness to communicate the importance of integrating 
health and equity into decision-making across sectors 
d. Express willingness to advocate for integrating health and equity 
into decision-making across sectors 
e. Express willingness to create structure for multi-sector 
collaboration 
f. Influence peers and other sectors to integrate health and equity into 
decision-making across sectors 
Behavioral 
Skills 
a. Communicate the co-benefits of participating in multi-sector 
collaboration  
b. Outline a plan to create a structure for multi-sector collaboration 
c. Outline plan to advocate for integration of health and equity into 




d. List ways to integrate health and equity into decision-making 
across sectors  
e. Practice explaining to peers and other sectors why they should  
integrate health and equity into decision-making across sectors   
f. Choose to prioritize creating a structure for multi-sector 
collaboration 
g. Choose to prioritize integration of health and equity into decision-
making across sectors 
h. Practice response to peers undermining integration of health and 
equity into decision-making across sectors 
i. Demonstrate ability to advocate 
j. Express to peers and other sectors importance of integration of 
health and equity into decision-making across sectors 
k. Communicate the role the structure for multi-sector collaboration 
can play  
l. Demonstrate ability to work on issues outside own sector 
Outcome 
Expectations 
a. Expect integration of health and equity into decision-making 
across sectors to have positive societal outcomes  
b. Expect integration of health and equity into decision-making 
across sectors to have positive outcomes for own sector  
c. Expect structure for multi-sector collaboration to be a positive, 
successful experience 




a. Express confidence to successfully create structure for multi-sector 
collaboration  
b. Express confidence describing the importance of integration of 
health and equity into decision-making across sectors 
c. Understand may face resistance from other sectors to integrate 
health and equity into decision-making across sectors    
d. Express confidence in ability to communicate and advocate 
Cues to Action a. Schedule time in calendar to create structure 
b. Schedule time in calendar for relationship building to lead to 
integration of health and equity into decision-making across 
sectors  
External 
Determinants Environmental Change Objectives 
Interpersonal a. Peers will support integration of health and equity into decision-
making across sectors 
b. Peers will support creating a structure for multi-sector 
collaboration 
c. Other sectors will support integration of health and equity into 
decision-making across sectors 





Institutional a. Organizations will provide platform for a structure for multi-sector 
collaboration 
b. Organizations will recognize the benefits integration of health and 
equity into decision-making across sectors as beneficial to their 
mission 
c. Organizations will provide resources, including staff, in-kind 
resources, and funding, for the structure 
d. Organizations will communicate clearly about the benefits of  
integration of health and equity into decision-making across 
sectors 
Community a. Media will publicize the integration of health and equity into 
decision-making across sectors and its importance 
b. Media will publicize structure that support multi-sector 
collaboration 
c. Residents will be supportive of the integration of health and equity 
into decision-making across sectors  
Culture/Society a. Legislators will support the integration of health and equity into 
decision-making across sectors  
b. Legislators will commit funding for the structure for multi-sector 
collaboration to improve the SDOH and equity 
c. Social norms will reflect public awareness of the integration of 
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